hg continued, interferes with the baby’s normal gain. A long-continued depletion 
* water is serious, since “the fluid requirements of an infant are tremendous. A 
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One of a series of advertisements prepared and published by PARKE, DAVIS & CO. in behalf of the medical pro- 
fession. This “See Your Doctor” campaign is running in the Saturday Evening Post and other leading magazines. 


YOU DON’T BELIEVE IN DOCTORS? 


-Eptons Busy to go to the doctor. And 

I haven’t much faith in doctors 
anyway.” | 

Every once in a while you hear a per- 
son make such a statement—perhaps 
you have yourself. Does it make 
sense? Let’s see—let’s look at life as it 
used to be and life as it is today.. . 

A little over a century ago, smallpox 
was the rule rather than the rarity—in 
fact, a case is recorded in which a 
criminal was identified by the fact that 
his skin was unblemished by pock- 
marks! 

Today, thanks to vaccination, smali- 


pox has almost completely disappeared. — 


A doctor discovered vaccination—every 
doctor now offers its protection. 


p until the middle of the 19th 

Century, a surgical operation was a 
horrible ordeal. The comforting 
oblivion of anesthesia was not known, 
and the lack of proper antiseptics made 
even the simplest operation an unequal 
gamble with death. 


Today, surgery is so efficient, so 
advanced, so much a part of nearly 
everyone’s experience, that we take 
even downright miracles as a matter of 
course. 


WELVE years ago, diabetes was a 

virtual sentence to death. Today, 
doctors can give most diabetics a normal 
span of life. Just a few years ago, 
pernicious anemia was hopeless. Today, 
it can be fully controlled. 

Kidney disorders, childbirth, asthma, 
goiter—the terror of all of them has 
been lessened by miracles that modern 
medical science has wrought. 


The discovery and application of 
vitamins have almost eliminated rickets 
and scurvy . .. and deserve much of the 
credit for the sturdy legs and healthy 
bodies of our children. Yet at the 
beginning of this Century, the word 
“vitamin” wasn’t even in the dictionary. 


Many diseases that were shrouded in 
mystery even as late as 30 years ago, 
are an open book to the doctor of today. 
Syphilis, whooping cough, scarlet fever 
—the causes of all have been dis. 
covered since 1900. And that means in 
most instances, also a method of con- 
trol. 


 paseare is a living thing, con- 
stantly growing, constantly devel- 
oping, constantly moving forward. And 
the one person who can place this 
knowledge at your disposal is your 
doctor. 

The men and women that comprise 
the medical profession spend years of 
preparation in learning to become doc- 
tors . . . and they keep in touch with 
medical progress through clinics, hospi- 
tals, medical societies, medical journals, 
medical conventions, and other agencies 
which help disseminate this precious 
knowledge. 


It is a sensible thing to call upon your 
doctor frequently enough to preserve 
health as well as to restore health. Faith 
in your doctor, and intelligent recourse . 
to the knowledge he offers, might mean 
the difference between a bed of pain and 
continued good health—between a pre- 
mature death, and a pleasant and useful 


“threescore and ten.” 


PARKE, DAVIS & COMPANY 


DETROIT, MICHIGAN 


The World's Largest Makers of Pharmaceutical 
and Biological ucts 


i 
: 
he 
: 
! sf 
4 
\ \ Alm, 4 
‘ - 
: 
j 
: 
« 


DELAWARE STATE MEDICAL JOURNAL ili 


KARO cost 
per pound 


it would be well worth it. 


for feeding babies 


KARO has gained its wide popularity in infant 
feeding, not because of its low cost, but because of 
its suitability. It has stood the test of clinical experi- 
ence for over fifteen years. 


Karo Syrups are essentially Dextrins, Maltose and 
Dextrose, with a small percentage of Sucrose added 
for flavor—all recommended for ease of digestion and 


energy value, 


To further aid the medical profession, the makers 
of Karo are now prepared to offer this product in 
dry, powdered form, | | 


Karo POWDERED isa spray dried, refined corn syrup, 
composed essentially of Dextrins, Maltose and Dex- 
trose in proportions approximating those in Karo Syrup. 


For Further Information Write to: 


CORN PRODUCTS REFINING COMPANY 
17 BATTERY PLACE ~ NEW YORK CITY 


The ‘Accepted’ Seal denotes that Karo and advertisements for it are ac- 


ceptable tothe Committee on Foods of the American Medical Association. 
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Behind © DOUBT many little patients would like to 
“tip off” the doctor beforehand—milk can 
become so monotonous—the sameness of taste 


' Mer RC U RO C H RO M E —the sameness of color, 


(dibrom Cocomalt mixed with milk is quite another 
te story! Children adore its crcaray chocolate 


hg - flavor. And prepared as directed, it adds 70% 
as a background of more caloric value to milk. Provides extra pro- 
teins, carbohydrates, minerals (calcium and 


Precise manufacturing methods in- phosphorus)—plus Vitamin D for proper util- 
ization of the calcium and phosphorus. It is 


suring uniformity licensed by the Wisconsin University Alumni 
Research Foundation. Comes in powder form, 


Controlled laboratory investigation easy to mix with milk—delicious HOT or 
COLD. At grocery and good drug stores in 


Chemical and biological control of ¥-lb. and 1-lb, air-tight cans. Also in 5-lb. cans 
. for hospital use, at a special price. 


h 1 oduced 


Extensive Clinical application We will be glad to send a trial-size can of 
delicious Cocomalt free to any doctor request- 


Thirteen years’ acceptance by the ing it. Merely send this coupon with your 
Council of Pharmacy and Chem- 
| Mieoucad” istry of the American Medical R. B. Davis Co., Dept. 4K, Hoboken, N. J. 
Association Please send me a trial-size can of Cocomalt with- 


out 
A booklet summarizing the impor- Dr 
tant reports on Mercurochrome and Add 
describing its various uses will be sigs 
sent to physicians on request. 


State 


Cocamale is accepted the on 

KIC AS s of the American ical Associatio:. 

Hynson, Westcott & Dunning, Inc. It is composed of sucrose, skim milk, select: | 
~ ~ cocoa, barley t extract, favoring, an ¢ 
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For strength and durability..use Drybak strappings 


@ Drybak strappings give firm, 
steady support to weakened areas. 
The waterproof back-cloth permits 
patients to bathe without impairing 
these Drybak qualities. Water can- 
not make the plaster soggy or sep- 
arate the adhesive from the back- 
doth. The edges will not turn up. 
Drybak strappingscomeoff cleaner, 
with less residue. Patients like the 
léss conspicuous sun-tan color of 
Drybak—to avoid the usual “ac- 
cident’’ appearance. Made io 
standard widths and lengths in car- 
ttidge spools, hospital spools, and 
in rolls, 5 yds. x 12", uncut. Order 
from your dealer. 


@ This strapping was made with 
alternate strips of Drybak and 
ite adhesive plaster. The darker, 


less conspicuous strips are Drybak, 


SPECIALLY designed for the purpose, all Camp 
Sacro-iliac Supports extend well over the trochan- 
sides of the pelvic bones, with a firm 
front section. All have two adjustments. One pro- 
vides the tightness required low on the trunk; the 
other affords merely staying power desired above. 


ters an 


UPPORTS 


Sold and fitted upon recommendation of physicians and 
surgeons by leading department stores, corset shops and 
surgical houses everywhere. Reference Bo 
in Surgeons will be mailed you upon request. 


S. H. CAMP & COMPANY 


Manufacturers 
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ELI LILLY AND COMPANY 


FOUNDED 1876 


Makers of Medicinal Products 


The New Lilly Research Laboratories 


Eli Lilly and Company 
Announce the Formal Opening 
of Their New 
Research Laboratories 
October, 1934 
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THE HISTORY AND PROGRESS 
OF MEDICINE 


JosEPH S. McDanre. M. D. 


Dover, Del. 
_ There is probably no more fascinating story 


than that of the rise of scientific medicine. 
Its beginnings were in mystery and supersti- 
tion; its progress encumbered with ignorance 
and quackery. Above these it has risen to 
become the most beneficent science of the mod- 
ern world. 

The story of medicine is that of a long and 
difficult struggle with the mysteries of life; 
a struggle which has brought about astound- 
ing achievements in the prevention and eure 
of disease, amelioration of human suffering, 
and prolongation of life. 

In the past, medicine had its place only at 
the bedside of the individual patient. Today 
medical science has transcended these narrow 
limits and has become a guiding force in mod- 
ern civilization. In becoming such, medicine 
has enlisted to its aid every agency of our 
society, even the participation of the individ- 
ual eitizen. 

It would be impossible for me to cover in 
my alloted time very much of the subject re- 
lating to the progress of medicine by starting 
with the primitive man and showing in de- 
tail the slow progress through the various 
centuries up until the nineteenth, and then 
the many advances from the beginning of the 
nineteenth to the present time. Therefore, I 
wil! only try to mention the high points and 
the most important steps. 

The healing methods that thousands of 
yeirs ago sprang up and were developed by 
oe group of primitive savage people were of 
the same type as those developed by all others. 
In principle they are the same kind that are 
practiced today by native people in the fast- 


*Presidential , Tread before the Medical Society of 


Address 
Delaware, Dover, October 9, 1934. 


nesses of Africa and in all remote and un- 
civilized regions. 

lor primitive or ancient medicine is the 
expression of a philosophy that grows from 


the natural reactions of all ignorant men - 


placed in hazardous surroundings. In the early 
days long before civilization had developed 
Savage man was not, as some people believe, a 
carefree creature living a free and idealistic 
life in the midst of an abundant Eden. In- 
stead, this ancient ancestor of ours was a ter- 
ror-driven, ignorant savage facing a hostile 
world. By day he slunk through the rough 
woods in search of food, in constant fear of 
death by stronger men and beasts. In the dark 
he hid from unseen terrors, and in his naked- 
ness he shivered in the cold of night. He 
trembled before the lightning and fell pros- 
trate before the thunder. When convulsed in 
the agony of disease, he hid like a dumb beast. 
Injured, he crawled to his lair to die of hun- 
ger or be murdered by ruthless enemies. 
Even as he crouched and shivered in a world 


to which he was illy suited physically, he 


sought an explanation for his plight. He was 
ignorant but he was intelligent. The mere 
fact that he developed mysteries established 
him as a man, for no other animal has ever 
had the intelligence to reason on abstract 
matters. 

The man of primitive times looked upon a 
world which terrified him. Like a child fright- 
ened by darkness he peopled his environment 
with creatures of his imagination. These in- 
tangible reflections of his mind he called 
spirits and ghosts. For all the phenomena 
that he could not understand in the world 
about him these imaginary beings, so he be- 
lieved, were responsible. One such phenom- 
enon was disease. 

This is still the belief of the savage man— 
to prevent or cure the disease the spirits 
must be controlled ; they must be either forced 
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away or bribed to leave. Some individuals 
among the savages of the tribe were shrewder, 
eleverer men than the rest; or perhaps they 
were not quite so normal as the others—a 
little queer. At any rate they were not well 
understood by the others, who came to be- 
lieve that they had power over the spirits, i.e., 
the mysterious forces that sent the sunshine 
and the rain, that brought game to the hunter, 
and gave success in combat. Such a man was 
the one, then, to whom the others turned for 
relief from the spirits that brought disease. 
He was the medicine man. Some were priests 
as well as doctors. The most general practice 
of the savage medicine man was a crude va- 
riety of what we call today ‘‘psycho-therapy,”’ 
a treatment that has its influence upon the 
mind of the patient. For example, the medi- 
cine man in treating his patient often ostensi- 
bly tried to frighten the spirits away. He put 
on a costume that was bizarre and. fantastic. 
He danced and shouted before his patient, all 
the while shaking a rattle. As a result of this 
procedure the patient seemed actually to im- 
prove in health. And he did temporarily. But 
the cause of this improvement was the in- 
fluence of the patient’s mental processes upon 
his bodily functions. As long as he sincerely 
believed that the medicine man was driving 
away the spirits, the pain was eased and 
anxiety dispelled. He felt better; some were 
eured. How close this compares with some 
of the cults today! ° 


So much for the primitive medicine and 
treatments. 


History shows us that the practice of medi- 


cine was regulated by the Babylonians as far 
back as 2250 B. C. One of the most ancient 
medicines of civilized people of which we have 
definite knowledge is that of Egypt—the 
Egypt of 4,000 to 5,000 years ago. Medicine 
was then a mixture of superstition and re- 
ligion on the one hand, and practical measures 
on the other. The ancient Egyptians carried 
out religious healings by invocations to the 
Gods; they administered medicinal sub- 
stances, most of which had no virtue but some 
few of which did; and they performed surgi- 
eal operations of a crude sort, such as a 
ing broken limbs. 

But if we look back to the days of wity 
civilizations, Egyptian, Babylonian, Jewish, 
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we can see rising almost imperceptibly above 
the morass of mystery the beginning of ra- 
tional medical practices. 


There we find some surgery, some well-at- 
tested drugs, and most important of all, the 
hygvene, the preventive medicine, founded by 
the ancient Hebrews. But here is a striking 
fact that shows the earlier stage in the transi- 
tion of medicine. Although the Jewish people 
developed a very sound and rational code of 
hygiene, such was their plane of civilization 
that, like all medicine of the time, they built 
this code into their religion. Medicine and 
religion had not yet separated. Sanitation at 
their hands became a religious precept; the 
priests were sanitary police. It was among 
the ancient Greeks that the earliest principles 
of scientific medicine were formulated. 


Hippocrates separated medicine from re- 
ligion and then for this new field he sup- 
plied a philosophy and an ethics that were 
destined to be the great guiding. influences 
of future medicine. Hippocrates did not 
create the medical knowledge of his time; the 
Egyptians long before the Greeks, had ob- 
served symptoms and had found some prac- 
tical remedies. 


The medical knowledge of isolated facts re- 
corded upon their stone tablets often seems 
fully as great as that which Hippocrates pos- 
sessed. No doubt it was, but here is the great 
difference. Hippocrates took empirical knowl- 
edge made up of isolated facts and co-ordi- 
nated it; he made it into a flexible system. 
Other men had observed the symptoms of dis- 
ease, but it was Hippocrates who first sat be- 
side his patients and painstakingly sought out 
symptoms and recorded them; and these 
symptoms were to him not an end in them- 
selves but indications of an underlying con- 
dition, a struggle between the patient and the. 
disease which affected him. He took clinical 
ease histories. He founded the bedside method 
which was to become the distinctive attribute 
of all great physicians. Having recorded the 
symptoms of his patients, Hippocrates after 
wide experience was able to define and classi- 
fy diseases. There he founded the art of 
diagnosis and prognosis. But throughout all 
his work his attention was centered upon the 
patient, not merely upon his symptoms; be 
dealt with the man as well as with the dis- 
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ease. He kept in his practice the balanced 
relation between science and art which was 
to be the distinguishing quality of all great 
élinicians in all ages. The descriptions of dis- 
ease left by Hippocrates were based on keen 
and careful observation; they stand today as 
models of their kind. After his time such 
accurate observations were not again made in 
medicine for over eighteen hundren years. 

_After Hippocrates, civilization and medi- 
eine both declined and there was very little 
advancement until the seventeenth century. 


_ The last of the great physicians of the 
Roman period was Galen, who influenced 
medicine for centuries more than any other 
man. He was a skilled physician but his last- 
ing fame rests on the fact that he performed 
experiments to demonstrate the facts of physi- 
ology. 

_ The greatest single contribution to scientific 
medicine in the Renaissance Period—1453 to 
1600—was Vesalius. He was a Belgian, born 
in the little town of Wesele from which comes 
his Latin name. He: was educated in the Uni- 
versity of Louvain. After graduating from 
the medical school he wanted to do advanced 
work, but found no facilities at home. For 
anatomical study the best he could do was 
to filch the bones of criminals hanged in chains 
and thus piece together a skeleton. He went 
to Paris hoping to find better opportunities. 
His best source of material then but again 
only bones was the old catacombs in which 
the Parisians of long ago had buried the bodies 
of the dead. At the age of about twenty-five 
years, Vesalius went to Italy and there found 
abundant material for dissection. He stayed 
Some twenty years in Italy and in 1542 pub- 
lished his famous text book of Anatomy 
“Fabrica Humani Corporis’’ which in its first 
edition has now become one of the Biblio- 
graphic treasures of medicine. As the result 
of this book, he was asked to become the royal 
Physician to Philip II of Spain, who at that 
time was a great monarch in the world. Vesa- 
lus found himself unhappy without oppor- 
tunities for research work and is said to have 
attempted a dissection on the body of a noble- 
Man apparently dead but whose heart. was 
Still beating when his chest was opened; and 
in reparation Vesalius made a pilgrimage to 
the Holy Land but was shipwrecked and per- 
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ished on the return voyage when he was look- 
ing forward to the chair of anatomy at Padua, 
which he had accepted. 

Italy was at this time the great home of 
graduate education and anatomical develop- 
ment; the most convincing testimony is to be 
found in the number of Italian names that 
have become attached to anatomical struc- 
tures, as for example, Pous Varolii in the 
brain, the fissure of Rolando, the Vidian canal 
in the skull, Eustachian tube, the Fallopian 
tube, the organ of Corti in the ear, Malpig- 
hian bodies in the spleen and kidney, Scarpa’s 
triangle, and many others. 

The sixteenth and seventeenth centuries 
saw the development of not only anatomy, the 
basie science of medicine, but also of patho- 
logy the basic science of disease, and physio- 
logy the basie science of health. 


The greatest medical scientist of the Eng- 

lish-speaking countries, William Harvey— 
1578 to 1657—the discoverer of the circulation 
of the blood lived about the middle of this 
period. He was also the greatest medical sci- 
entist of his time. His discovery and his re- 
search methods had a deeper influence on mod- 
ern medicine than that of any other man ex- 
cept Vesalius. By experiments and observa- 
tion he came to the absolute conelusion that 
the motion of the blood is continuous, going 
out through the arteries and coming back 
through the veins, a true circulation. It was 
his studies and his method of research rather 
than his conclusions that were of importance 
for his time and that made Harvey so impor- 
tant a factor for the development of medicine 
in a scientific way in the generations after 
his day. 
_ After Harvey, the greatest medical scientist 
of the seventeenth century and the greatest 
investigator who took up the use of the mi- 
eroscope was Marcello Malpighi—1628 to 
1694—-who has beén proclaimed the father of 
histology. He was a physician to Pope Inno- 
eent XII. With the inadequate microscope of 
that time it is marvelous how Malpighi ob- 
served details. In embryology he secured clear 
and definite ideas of such minute details as 
the aortic arches, the head poles, the neural 
groove, the cerebral and optical vesicles. His 
discovery of the capillaries rounded out Har- 
vey’s work. 
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The two great practical medical scientists 
of the sixteenth century were Paracelsus and 
Pare, respectively, physician and surgeon. 
Paracelsus, born the year after the discovery 
of America, was a Swiss—Aureolus Theo- 
phrastus Bombastus von Hohenheim, to use 
his own ambitious name, from which is said to 
be derived our word ‘‘bombast.’’ He is the 
founder of chemical pharmacology in thera- 
peuties. In spite of his many faults, for he 
was conceited and contentious to the last de- 
gree, his influence was far-reaching and his 
services to scientific medicine very real. He 
thought he knew ever so much more than he 
really did, but he knew the limitations of his 
knowledge in many ways. He was a strenu- 
ous opponent of the wandering quacks of the 
time and also of the foolish pretensions uf in- 
formation obtained from inspection of the 
urine. He believed that nature cured dis- 
eases much more than physicians did, he de- 
precated officious meddling with disease, he 
introduced mineral baths, and was one of the 
first to analyze mineral waters. He used 
opium in the form of laudanum, and mer- 
eury, sulphur, iron and arsenic with great 
success. He wrote on miners’ diseases, the 
first treatise on occupational disease we have, 
and he was the first to notice relation between 
eretinism and goitre. 

The other great man of the time in medi- 
cine, Ambroise Pare, was a barber’s appren- 
tice who became an army surgeon ai:d de- 
veloped into the greatest surgeon of his time. 
He re-introduced the ligature and discovered 
that wounds healed better when let alone than 
when too much fussed with. Gunshot wounds 
were supposed in this time to be poisoned and 
boiling oil was poured along the track of them 
as an antitoxic precedure, but once when 
Pare’s supply of oil gave out on the battle- 
field and he expected to find the patients who 
were without it dead or very ill the next day, 
he found them all in better health than the 
others. He dared to follow his own observa- 
tion rather than the tradition in the matter 
and thus saved many lives and an immense 
amount of suffering. He knew the limitations 
of his own powers of healing and used to say 
in a famous expression of his, ‘‘I treated him, 
but God cured him.’’ 

He was an intensely practical man aud in- 
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vented many new surgical instruments. He 
felt that after he treated a patient surgically 
it was his business to make life as livable «is 
possible for him. He worked out various pros- 
thetic apparatus for use after amputation, 
popularized the employment of the truss iu 
hernia, introduced massage for the limbering 
up of joints after breaks and dislocations, and 
adopted the use of artificial eyes after eye 
removal. He described fracture of the neck 
of the femur and the difficulties of securing 
union. He recognized the interference with 
urination following hypertrophy of the pros- 
tate, and was probably the first to suggest 
that flies must be transmitters of infectious 
disease. In obstetrics his description of po- 
dalie version introduced that practice to the 
profession, and he had the courage to suggest 
the rduction of labor in cases of uterine 
hemorrhage. He seems to have been the first 
to suggest syphilis a cause of aneurysm. Near- 
ly every phase of medicine and surgery owes 
something to him. | 


In the seventeenth century came the be- 
ginning of American medicine. The first hos- 
pital in the New World was erected by Cortez 
in the City of Mexico in 1524, a very beautiful 
building yet standing. The first hospital in 
what is now the United States was established 
on Manhattan Island in 1663. 

The first medical writing with regard to 
America came from Doctor Chanea, who ac- 
companied Columbus on his second voyage 
and v-rote an account of his experience. He 
described the climate and its relation to 
health, some of the diseases of the natives, and 
the various materials, such as cinchona and 
Indian herb remedies, which they used {or 
curative purposes. 

We now come to the history of the eight- 
eenth century. It is true the archives of the. 
Eighteenth Century are not intercalated by 
many such epoch-making contributions to 
medical science and art as other centuries, but 
withal 

‘Our little systems have their day, 
They have their day and cease to be.” 


and the discovery of vaccination by Jenner 


towards the close of the eighteenth cent: ry, 
above all other achievements and advance- 
ments, renders its place secure for all time 
in the annals of medicine. 
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Eighteenth century medicine, in point of 
time extending from 1700 to 1799, both y-ars 
included, was dominated by theories and sys- 
tems, by cults and creeds. Nevertheless, this 
era was productive of numerous beneficial and 
lasting reforms in the healing art. Quackery 
and superstition were gradually being elimi- 
nated from medical practice; the royal touch 
was fast losting its therapeutic efficacy; and 
witcheraft and astrology were slowly but 
surely giving way to more humane and more 
rational explanations as to the theory and 
causation of disease. The increasing popular- 
ity of male obstetricians, the far-reaching in- 
fluence of practical anatomy and pathology as 
promulgated by the two Hunters, by Baillie, 
and by Morgagni and the founding of numer- 
ous hospital and medical and scientific bodies 
throughout England, on the Continent, and 
in America, all conspired to make the 
eighteenth century one well worthy of serious 

consideration by medical historians. 


In hurriedly passing over the eighteenth 
century it seems necessary to mention in the 
progress of anatomy the two Hunters, Monroe, 
Douglas, Searpa and Meckle. In physiology 
several of the outstanding names are Haller, 
Reaumer, and Hewson. 


Reaumer in a series of experiments upon a 
pet cat, performed in 1752, succeeded in iso- 
lating the gastric juice and demonstrating its 
solvent effect upon foods, thereby materially 
advancing the physiology of digestion. 


William Hewson, 1739-1774, an English 
physiologist, achieved distinction through his 
work on the lymphatics and on the coagulation 
of blood. 

In ehemistry, chief among the notable ad- 
vancements was the influence exerted upon the 
theory of respiration by the discovery of the 
four principal gaseous constituents of the at- 
mosphere, viz: carbon dioxide by Black, 1757 ; 
hydrogen by Cavendish, 1766; nitrogen by 
Rutherford, 1772; oxygen by Priestley, 1771. 

A good physician must, of necessity, be a 
good pathologist, and the same remark is ap- 
Plicable to the surgeon. Pathology, that 


branch of medicine whose object is the knowl- 
edee of disease, was cultivated with assiduity 
in the eighteenth century. The outstanding 
Mai in this subject was Giovanni Morgagni, 
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1682-1771, an Italian anatomist and the foun 
der of pathological anatomy. ? 


In materia medica, therapeutics, and prac- 
tice of medicine the outstanding men of the 
eighteenth century were: 

John Tennent of Virginia, publishing the 
first account of Seneca or the Seneca snake- 
root, commending it most highly in the treat- 
ment of pleurisy, pneumonia, and the bite of 
the rattlesnake. 

The name of William Withering, 1741 to 
1799, of Shropshire; England, one of the ablest 
clinicians of his time, is ever memorable as 
the pioneer in the correct use of digitalis in 
affections of the heart. The well-known 
Dover’s Powder, pulvus ipecacuanhae compo- 
situs, was intrcduced into medicine by Cap- 
tain Thomas Dover. 

The first pharmacopoeia to be printed in 
America was prepared by Dr. William Brown 
of Virginia, who succeeded Benjamin Rush 
as Physician-General of the Middle Depart- 
ment. Several new editions were made dur- 
ing the century and included such drugs as 
ergot, ipecac, tartar emetic, lime water, iron 
sulphate, tincture of iron, Glauber’s salts, 
sweet spirits of nitre, syrup of aquilla, liquor 
potassae, aconite, arnica, castor oil, Hoff- 
mann’s anodyne, paregorie, ete. 


The outstanding physician was Herman 
Boerhaave, professor of botany, medicine and 
chimistry at Lyden. 

The outstanding surgeon was John Hunter, 
the younger brother of William Hunter. His 
studies of tendons laid the foundation for the 
operation for the cure of club feet. He dis- 
eovered the ‘‘Collateral Circulation of the 
Blood’’ one of the most important discoveries 
in surgery. 

The works on hygiene in the eighteenth cen- 
tury relate to gymnastic exercises, to the lo- 
cation of cities and towns and the maintenance 
of cleanliness therein, to the construction of 
aqueducts, fountains and sewers, to the segre- 
gation of lepers, and the establishment of free 
baths for the poor. 

Ophthalmology already had assumed a con- 
spicuous place among the specialties. A num- 
ber of excellent contributions were made to the 
literature;-many operations were performed. 
Unfortunately at this period of medicine char- 
latans of both sexes also plied their trade as 
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oculists, in a few instances, with success which 
seemed incredible. 

The nineteenth century was to see the so- 
lution of the two most important problems of 
disease, its basis in the body, cellular pathol- 
ogy as developed by Virchow; and its causa- 
tion, which Pasteur was to demonstrate as due 
mainly to microbic activity. Above all it was 
to see the use of preventive medicine and the 
reduction of human mortality as the result of 
the growing control of the infectious and con- 
tagious diseases and the development of hy- 
giene and sanitation. 

A revolutionary change in medical science 
was needed; for in spite of the axiom ‘‘Be 
sure to do no harm’’ physicians were doing 
more harm than good. 

The most characteristic trait of the medi- 
eine of the beginning of the nineteenth cen- 
tury was venesection. It was considered that 


disease was in the blood and that it could be — 


removed by blood letting. Our own Presi- 
dent Washington is usually said to have died 
from diphtheria, but there is some question 
whether he did not die from exhaustion be- 
cause of blood letting. The use of the lancet 
went out and the leech came in. In the year 
1833 over forty millions of leeches were im- 
ported to France. Calomel and other drastic 
purgatives followed the fad for bleeding and 
leeching. The first forty years of the nine- 
teenth century witnessed little of the momen- 
tous movement toward modern medicine. 


In the decade 1840 to 1850 we find a con- 
tinuation of the description of diseases with 
the fidelity that Hippocrates had employed. 
It is in this period that Carl Basedow describ- 
ed exophthalmiec goitre, that William Stokes 
recorded his classical account of ‘‘heart- 
block,’’ that Thomas Addison wrote on per- 
nicious anaemia, and that Rudolph Virchow 
commenced his studies that were to be con- 
sumated in his great thesis of cellular pathol- 
ogy. In 1843 Claude Bernard founded ex- 
perimental medicine when he commenced his 
study of the glycogenic function of the liver. 


And during this decade for the first time 
we turn to America for a great medical dis- 
covery. It was the most useful and certainly 
the most humane that has been made in all 
the centuries. It was the discovery of a prac- 
tical anaesthetsie for surgical operations. It 
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was discovered we might say, three times in 
three different places within a period of tour 
years, Georgia, Connecticut, and Massaciiu- 
setts. Crawford Long of Georgia, Horace 
Wells, a dentist of Hartford, Connecticut, 
who tried nitrous oxide with success in the «x- 
traction of a tooth, and William Morton, u 
student at Massachusetts General Hospitiil, 
gave ether during a surgical operation. Le- 
fore this time, without anaesthetics operatious 
were performed only for urgent necessity ; the 
shrieking patient was held on the table by 
strong men; the surgeon to the detriment oi 
his skill but in the interest of mercy, was as 
speedy in his manipulations as was possible. 
In 1860-1870 it is difficult to realize that 
in a decade which was so near to our own time 
the cause of infection was not known. Men 
still believed that a miasma, an emanation 
from marshes, poisoned wounds and caused 
fevers. When Lister, the English Quaker sur- 
geon, became in 1860 the Professor of Surgery 
in the University of Glasgow, wound infection 
was expected in practically every surgical 
ease and the expectation was fulfilled with the 
most frightful types of septicemia and putrid 
gangrene. During the Civil War the average 
mortality after amputation was well above 
50%. But there was one exception, and it 
was this exception that caught Lister’s atten- 
tion. Simple fractures did not lead to pus 
formation; all other wounds did. Now, the 
only difference so Lister reasoned, between the 
open wound and the wound in the simple frac- 
ture was that one was exposed to the air and 
the other was not. Something in the air, then, 
must cause the infection, that is, the pus and 
putrification in the open wound. Lister 
showed that bacteria cause putrification in 
wounds. Lister attempted to kill the bacteria 
and keep.them out of the wounds and first 
tried carbolic acid with good results. He thus. 
formed the principle of antiseptis. And when 
subsequent work showed that much of the in- 
fection came not from the air but from the 
dirty hands of surgeons and wound dressers 
this antiseptic principle grew into the aseptic 
principle. Therefore, modern surgery, sur- 
gery of the abdomen, the brain, the chest, the 
joints, dates from this time. , 


Turning now to the years 1870 to 1880, we 
come very near to our own times as we finally 
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reach tue decade in which the bacterial cause 
of infection was established, probably the most 
far-reaching discovery in all human progress. 
The work of Pasteur and Koch overshadows 
all medical events of the time. 


_ The greatest contribution to preventive 
medicine, the man who saved more lives than 
any other man who ever lived, was Louis Pas- 
teur. He was a chemist. His work started 
with the purely lay problem of why wine 
spoils. He studied fermentation and putre- 
faction. He was able to show that putrefac- 
tion resulted from the contamination and sub- 
sequent growth of bacteria. To prevent this 
bacterial growth he developed the process of 
heating the fluid, known by his name as ‘‘ Pas- 
teurization.’’ He also conceived the idea that 
bacteria were the cause of the various febrile 
diseases transmitted from person to person. 
His experiments consequently led to his dis- 
covery of the principle of vaccines, and proved 
their value in anthrax and chicken cholera and 
rabies. It was in 1882 with the aid of Pas- 
teur’s theories that Robert Koch, a member of 
the German Imperial Health Department, 
made the momentous discovery of the cause of 
tuberculosis. During the decade of 1880 to 
1890, Koch and Pasteur attracted world at- 
tention and there was an active search for all 
disease bacteria, with the result that the ma- 
jority of the more important pathogenic or- 
ganisms were identified—the bacilli of cholera, 
typhoid, diphtheria, tetanus and meningitis, 
to name only a few—and it was equally nat- 
ural that men should seek to protect them- 
Selves against bacteria; hence it was in this 
decade that we have the investigations of bac- 
teria in milk. the first steps toward the pure 
milk of today, a movement that had enormous 
influence upon the decline in infant mortality. 
Sanitation, sewage disposal, and purification 
of water, measures that make modern urban 
Civilization possible, had purpose given to 
them as the result of the bacterial discoveries 
of this and previous decade. 

This now brings us up to modern times 
where most all of you who are listening to me 
have witnessed the many advances in medicine 
and surgery, and it is, therefore, not necessary 
to go into details. You have seen the discov- 
ery of the organism of syphilis in 1905 by 
Fritz Schaudinn, the diagnostic serum test by 
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Wasserman, and the specific treatment by 
Ehrlich in 1910. . You have seen the great 
achievement and advancement in ‘‘organo- 
therapy’’ which led to the greatest practical 
result of the isolation of insulin by Banting 
and Best, and prolonged the lives and re- 
duced the suffering in diabetes. You have 
watched the research work in the study of 
vitamines, those necessary food substances that 
exert an almost hormone-like action in pro- 
motion of normal bodily function. And let 
us pause to record that great discovery of only 


a few years ago, the one which is associated | 


with the names of Whipple, Minot and Mur- 
phy, that the once invariably fatal disease, 
pernicious anaemia, yields almost miraculous- 
ly to liver or extract of liver. Our knowledge 
of anaphylaxis is a development of the twen- 
tieth century. You have watched and help- 
ed to reduce the mortality rate in tuberculo- 
sis, and opened the way for the eradication 
of a disease which at one time was called the 


‘Captain of the Men of Death.”’ 


We are now watching the great effort in 
cancer research, and let us hope and pray 
that in a short time we will know the exact 
cause, prevention, and cure of this much- 
dreaded condition which is apparently in- 
creasing. 

What contributions and discoveries in medi- 
cine and surgery await us during the next 
decade no one can tell. However, we have 
reached a time when we are not surprised. 
So the physician today aided by science and 
industry stands, as A. Lawrence Lowell has 
said, ‘‘Upon the prow of the ship of civiliza- 
tion.’’ No longer is he scanning the horizon 
for the sight of sea monsters and other fabri- 
cations of mystery and magic; with chart in 
hand and scientific instruments of precision 
at his disposal, he is piloting us towards the 
peaceful harbor of old age, undisturbed by 
the terrors which formerly haunted the most 
intrepid voyager on the sea of life. 

With the growth of scientific medicine in 
the modern time has come, very surprisingly, 
a development of quackery of many kinds. 
A great many of our people who have had 
the benefits of higher education have become 
devotees of these systems of healings, such as 
bonesetters and adjustors, respiropaths and 


other ‘‘paths’’ of the most varied kind. It is 
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mainly the educated classes who patronize 
these and not the ignorant, as might be ex- 
pected. The correction of this ‘‘social evil’’ 
is manifestly depended on the special educa- 
tion of the intelligent classes in scientific 
medicine. The medical profession will have 
to undertake this as one of its duties. Hip- 
pocrates said that a physician can sometimes 
cure, he can nearly always relieve, but he can 
always console. This third duty is sometimes 
forgotten in the busy rush of modern medical 
practice. Patients must be treated as human 
individuals and not as cases, if we are not to 
have wanderings to all sorts of. healers by edu- 
eated people who are solicitous and worried 
over mild or fancied ailments. We have be- 
gun to realize the importance of the attitude 
of mind of people toward their ills, real or 
fancied. This is one of the most important 
factors in the production of a symptomatic 
condition of discomfort and in the cure of 
these cases. Here lies the next great advance 
in applied clinical medicine. 


What made medical progress possible was 
the gigantic development of the natural 
sciences. There was extraordinary develop- 
ment at the same time in another field, tech- 
nology, and the result of this was the indus- 
trialization of the modern world. The same 
elementary force that has made medical prog- 
ress possible has changed the aspect of the 
world so profoundly, that the doctor has dif- 
ficulty in finding his place in this new world, 
which is ruled by iron economic necessity. The 
number of doctors grew and a ruthless com- 
petition arose. While the doctor of yesterday 
did not need to bother about his bills, today 
he has to merchandise his services. He has 
to appraise the cash value of each service that 
he performs. The more efficient medicine has 
become, the more complicated and the more 
expensive it is, and the more difficult it is for 
the doctor to give free medical care. Today, 
therefore, we are in the very serious situation 
that we run the risk of seeing a great effort 
wrecked by maladjustment. 

Long ago an attempt to deal with this sit- 
uation was made in Europe by the introduc- 
tion of social insurance. Sickness insurance 
was introduced, first in Germany; not by the 
socialists, but by Bismarck and the conserva- 
tives, which is very often overlooked. Sickness 
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insurance is the cheapest way to take care of 
poor patients, because it makes them take care 
of themselves, by saving part of their wages 
for the expense of sickness. There can be 
no doubt that the sickness insurance in the 
different European countries has had rema?k- 
able results for the health of the people. Ger- 
many, soon after a lost war, with famine aid 
revolution added, had health conditions that 
were just as good as those existing in the vic- 
torious countries. And the compulsory sick- 
ness insurance is surely responsible for this, 
to a very large extent. And yet, it is beyond 
question that the different insurance systems 
as they are working in Europe today have 
very serious drawbacks. A new type of meii- 
eal service was created, which endeavored to 
preserve the old forms as much as possible. 
The doctor, in most eases, still was paid ac- 
cording to his individual services, but as the 
insurance companies had not unlimited means, 
the fees sometimes were very inadequate. On 
the other hand, abuses on the part of the pa- 
tient as well as the physician, occurred, so that 
both patients and doctors had to be controlled. 
The result was a huge administrative machin- 
ery with endless red tape. 

The next step in the development was the 
one undertaken by Russia, where the whole 


working population is insured against sick- 


ness, and where the same position is given to 
the physician as the priest, the judge, the 
teacher, already have in other countries. 


We medical men have a strong ‘‘esprit de 
We have a glorious history and we 
are justified in being proud of it. What unites 
us is that, unlike other professions, all of us, 
whether we work at the bedside, in the labora- 
tories, or at the writing desk, have but one 
purpose, to benefit the sick man. We have de- 
veloped strong professional organizations, | 
from the very beginning of our history. The 
Greek physicians and surgeons had _ their 
guilds, their codes, and their ethics, were mem- 
bers of their faculties, which were very pow- 
erful organizations. From the sixteenth cen- 
tury on medical societies developed and today 
all over the world are very influential bodies. 
All this necessarily makes us very conse)va- 
tive, but we must have the courage to face the 
present-day situation, openly. We have a very 
absorbing profession from the first day we 
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‘enter medical school, and we have to work 
hard; this leaves us little time to see or to 
-wateh what is going on around us. In this 
‘way it happens that many of us have not 
“quite realized how fast the world is changing 
‘its aspect. There is a strong trend away from 
individualism. Health and disease are no 
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bill for medical service comes in a lump sum. 
Out of this study has come a ‘‘majority re- 
port,’’ signed by social workers who have a 
socialistic trend, and eminent physicians who 
are largely out of touch with the relations of 
general practitioners; and a ‘‘minority re- 
port’’, signed by men who know our prob- 


lems and point of view. Much discussion and 
even agitation have developed over the merits 
of these plans. The American Medieal Asso- 
elation and many State societies have ap- 


longer considered a private matter of the in- 
dividual. In many countries laws have been 
‘made to enforce health. Society, more and 
more, feels responsible for the welfare of all 


its members. It has placed the means of re- 
taining or regaining health within the reach 
of every one, and in return, it may well de- 
‘mand health of the individual. We may like 
‘this development, or we may dislike it, but 
we cannot help it. All of us are dependent 
‘on each other. If large parts of the popula- 
‘tion suffer it is quite obvious that the rest 
likewise will be affected. To us medical men 
the idea that one sick organ affects the whole 
organism should be familiar. 
_ There is one lesson that can be derived from 
history. It is this: that the physician’s posi- 
tion in society is never determined by the 
physician himself, but by the society he is 
serving. We can oppose the development, we 
ean retard it, but we will be unable to stop it. 
The development of medicine has reached a 
-erucial point. It is our duty to save the ef- 
ficiency of a noble profession, which has had 
not only a great past but gives promise of a 
still greater future. Never before has society 
_ presented the physician with so wide a field of 
activity and with so much potential power. 


Now in closing, I wish to mention an im- 
portant problem that we physicians must face : 
_ About five years ago a committee was 
formed to study the ‘‘High Cost of Medicai 
Care.’’ This committee spent a million dol- 
‘lars, which had been supplied by the Millbank 
and other funds. At first glanee such a study 
‘seemed justified for we have seen how hard it 
has been for some families to meet the ex- 
penses of long illness. But this study has 
shown that the average family’s annual medi- 
¢i| bill in this country is much less than the 
bil for luxuries such as cosmetics, chewing 
gum, and eandy. The figures of $150 against 


$674 have been giver. ‘The difference is that 


the money for luxuries is spent in small sums 
diay by day and seems no hardship, while the 


proved the ‘‘minority report’’ and are vigor- 


ously opposing the solutions offered by the | 


*‘majority report.’’ Without going into de- 
tails or discussing the merits of the plans 
which have been offered, I must point out to 
you the one thing we must face. That is the 
effort of the Millbank and Rosenwald Foun- 


' dations to introduce some form of ‘‘State 


medicine’’ by legislation, as suggested by the 
‘majority report.’’ The plans are patterned 
after the British and German sickness insur- 
ance laws. Both of these have worked to the 
disadvantage of physicians, and have not im- 
proved the service to the patient. They have 
substituted quantity service for quality serv- 
ice, and have broken down the fine personal 
relation which exists here between physician 
and patient. Any plan to meet the cost of 
sickness, whether it be by budgeting, weekly 
saving as in Christmas funds, or such, will be 
desirable. All efforts to care for the indigent 
sick and disabled must be continued. But the 
management and control of medical practice 
must not fall in the hands of the State officials. 
There is evidence that bills will be offered to 
many Legislatures in the next session to in- 
stitute such forms of practice. 

We must be prepared to oppose such meas- 
ures. I, therefore, recommend that our Com- 
mittee on Legislation be urged to take up this 
matter and be prepared to oppose any such 
legislation as may be presented to our Legis- 
lature. 


Delaware Academy of Medicine 
SurgicaL CoNFERENCES—First Friday, at 
8:45 P. M. 
CoNFERENCES—Third Fri- 
day, at8:45P.M 
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IMPAIRMENT OF HEPATIC CARBO- 
HYDRATE FUNCTION ESTIMATED 
BY LEVULOSE AND GALACTOSE* 
By Rosert W. Tomuinson, M. D.** 
(Concluded from last Month) 
Summary (2) 

While Spence and Brett’s figure of a rise 
of 20 mg. per cent as the commencement of 
hepatic insufficiency is undoubtedly correct 
in many instances, it cannot be safely applied 
at all levels. One can have more confidence 
in the test, by having higher absolute stand- 
ards and by reading the range just beluw 
these, as suspicious. If, however, the read- 
ing for the first and second hours are both 
suspicious, one can feel justified in calling 
the test positive. This range of suspicion 
must vary according to the fasting level, as 
it is evident that there is a marked differ- 
ence of behavior, according to the level of the 
fasting sugar. This amount of grace and 
variation from strictly normal limits may be 
allowed. Fewer normals, however, than early 
eases of genuine hepatic pathology, lie with- 
in this range. While, therefore, the standards 
given have a full margin of safety, they have 
also an elasticity, which takes variations in 
blood sugar level in full consideration. It is 
to be kept in mind in gradirg, that the levels 
of blood sugar which continue elevated 
through the second hour have particular im- 
portance, signifying as they do, continuing in- 
ability of the liver to handle sugar. A curve 
which rises in the second hour above the level 
of the first, means serious hepatic insufficiency 
provided the first hour elevation is sufficient 
to prove that absorption is satisfactory. 

It has been observed that levulose yielded 
positive evidences of hepatic dysfunction in 
eases of entamoeba—hystolytica, cirrhosis of 
the liver, alcoholism, biliary disease, cholan- 
gitis, syphilis and cardiac disease. 

GALACTOSE 

Galactose differs from levulose in that the 
former is assimilated very imperfectly, where- 
as the assimilation limits of the latter are 
so high that they can scarcely be exceeded. 
Fructose is on a par with glucose as a gly- 


*From the Gastrointestinal Service of Dr. H. L. Bockus, 
Graduate Hospital, Philadelphia, Pennsylvania. 

**Thesis submitted to the Faculty of Internal Medicine of 
the Graduate School of Medicine of the University of Penn- 
sylvania in partial fulfillment of the requirements for the 
degree of Master of Medical Science (M. Sec. [Med.]) for 
graduate work in Gastroenterology. 
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eogen former; galactose is not; but, if gly- 
cogen formation in the liver were the ehicf 
factor by which the accumulation of the ab- 
sorbed sugar in the blood is prevented, then 
galactose should be immensely more effective 
even than glucose in raising the level of the 
blood sugar. (8). 

The administration of galactose as a meas 
of diagnosing liver abnormalities and also fur 
estimating liver efficiency has been large!y 
confined to the German clinics. Like glucose, 
it is a Monosaccharide, and is absorbed direct 
by the portal circulation into the liver. In 
health the ingestion of forty gm. results in no 


hyperglycemia, and no galactose appears in 


the urine, as the glycogenetic capacity of the 
liver is sufficiently powerful to transform the 
injested sugar into glycogen, with the pas- 
sage of but small amounts into the peripheral 
circulation, and in consequence, only a sma!] 
increase, if any, in the blood sugar value. It 
must, however, be administered in a pure 
state before any reliance can be placed on the 
results obtained. (10). 


The metabolism of galactose is performed 
primarily with the co-operation of the liver 
and not with other tissues, and while it is 
not asserted that galactose is always sure, in 
so far as the investigators know, galactose 
metabolism depends not only on the condition 
of the liver, but also on the capacity of other 
tissues. The galactose and levuluse tests do 
not agree in one third of all cases of hepatic 
disorders. In some cases the levulose test in 
the presence of a positive galactose test is 
slightly positive or completely negative. (14). 


It has been shown that while the general 
tendency of liver disease is to depress the 
galactose tolerance, a certain number of cases 
is found, in which an apparently uncompli- 
eated liver derangement is associated either 
with a normal or even increased power ‘0 
utilize this sugar. (18). 

Shay, Schloss and Rodis have concluded 
that galactose offers the best method of in- 
vestigating the carbohydrate function of thie 
liver, but do not consider it adequate as a 
routine test for liver function, but on the con- 
trary view its limitations as definite. The su- 
periority of galactose over levulose in testing 
liver function is based on the urinary output 
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‘of galactose since this appears to serve as the 
best measure of the utilization of galactose 
‘by the liver. (4). 
In the studies of galactose similar methods 
‘were utilized as in the previous work. With 
the dosage of galactose injected intravenous- 
ly, about twenty, to thirty per cent of the 
sugar was recovered in the urine. Following 
_eomplete removal of the liver, similar injec- 
tions of galactose are followed by an excre- 
tion of more than eighty per cent of the sugar 
injected. If excretion is prevented by per- 
formance of bilateral nephrectomy, galactose 
‘remains in the blood several hours longer. 
Symptoms of hypoglycemia are not influenced 
by administration of galactose in the liverless 
animal. The liver appears entirely responsi- 
bie for the conversion of galactcse to glucose. 

There are numerous difficulties involved in 

the interpretation of functional tests in which 

galactose is used. That intestinal administra- 
tion of galactose to hepatectomized animals 
shows a loss (oxidation?) of large amounts of 
galactose in different animals was readily 
demonstrated. Uniform dosages of galactose 
administered intravenously in dogs with ex- 
tensive cirrhosis of the liver, showed a much 
greater excretion of galactose than occurred 
in normal animals. However, extensive hepa- 
tic injury must be present, before any marked 
ceviation from the normal response can be 
detected. This finding may be indicative of 
the extensive reserve function the liver is 
known to possess. (19). 

It must be evident that the actions of galac- 
tose and levulose are fundamentally different. 
Galactose is absorbed with rapidity, and hoa«: 
but a five per cent utilization by the liver, 
and very little by the muscles, about fifty 
per cent of it is excreted by the kidneys, and 
Shay, Schoss and Bell state that an analysis 
of the urine makes a very satisfactory test, 
which may be utilized even in diabetes, be- 
cause the galactose may be determined inde- 
pendently of the glucose. (2). 

STANDARDS OF GALACTOSE TOLERANCE TEST 

There is a difference of opinion about the 
output of galactose, which should be accepted 
as normal after the administration of 40 gm. 
of the sugar. | 

I. Bauer tabulated his findings as follows: 
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(a) Normal 0-1 gm. 
(b) High normal 1-2 gm. 
(ec) Positive 2-3 gm. 
(d) High positive 3-12 gm. 

II. The greatest loss that has been ob- 
served in this series is 6.5 gm. (Davies 1927), 
who has concluded that any amount of over 
2 gm. indicates a definite hepatic deficiency. 

III. Shay and Schloss (1931) considered 
an output of more than 3.0 gm. of galactose 
in the five-hour period, following the adminis- 
tration of 40 gm. of galactose, as indicative 
of impaired liver function. 

THE GALACTOSE TEST 

Summarizing the pathological states, it is 
seen in obstructive jaundice the galactose test 
is negative, while in toxie and infective jaun- 
dice (including the hepatitis called catarrhal 
jaundice), and in any other lesion of the 
hepatic cell the following is the salient fea- 
ture, ‘‘a loss of over 2 gm. in the urine.”’ 
(10). 

In eases of jaundice due to factors other 
than acute diffuse damage of the liver cells, 
sufficient active liver tissue is present to carry 
on carbohydrate metabolism. Thus obstruc- 
tive or haemolytic jaundice gives readings 
within the normal range. On the other hand, 
in jaundice accompanying acute diffuse dam- 
age of the liver cells, the carbohydrate func- 
tion is impaired, and the liver, unable to 
utilize the normal quantity of galactose, al- 
lows a quantity of this sugar, larger than 
normal, to pass and reach the general circu- 
lation. In the absence of a kidney threshold 
for galactose, this excess appears in the urine. 
Henee, in jaundice with sufficient damage of 
the liver cells, quantities of galactose greater 
than three gm. appear in the urine, in the five 
hours following the ingestion of forty gm. of 
this sugar. Cases of chronic damage of the 
liver cells (tumor, cirrhosis, ete.) it must be 
remembered, can also reach the state, in which 
the carbohydrate function of the liver may 
show impairment. 

The point that it is desired to make be- 
comes obvious that under any condition in 
which the liver reserve for carbohydrate 
function is destroyed, there will be an ab- 
normal galactose tolerance. All of the vari- 
ous conditions in which a high galactose out- 
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put is reported, fall in the group in which 
diffuse damage of the liver cells, of an acute 
nature, has occurred. Catarrhal jaundice is 
most frequently reported, while arsphenamine 
jaundice, acute yellow atrophy, phosphorous 
poisoning, syphilitic hepatitis, and jaundice 
associated with lead poisoning, as well as the 
various acute infections, make up the list of 
other types of cases, in which this test has 
been found positive. — 3 

It is believed that the galactose tolerance 
test offers a means of identifying early the 
group of toxic and infectious jaundice, a 
group of cases that often tax the diagnostic 
acumen of the keenest clinicians. The basis 
for the use of a sugar tolerance test in dif- 
ferentiating these groups of cases of jaundice 
has been described; the differentiation is at- 
tributed to the diffuse destruction and de- 
rangement of the hepatic cells; with conse- 
quent disruption of the carbohydrate mechan- 
ism on the one hand and the survival of suf- 
ficient functioning tissue, to maintain so vital 
a process on the other. (21). 

TECHNIQUE AND METHODS 

In accordance with the holding of Taller- 
man, expressed under Technique and 
Methods Employed—the following schemata 

of procedure, in testing the levulose tolerance 
of those patients subjected to the experiment, 
was accepted: 

I. After an all-night fast, subsequent to 
the ingestion of the evening meal, at about 
5 p. m. the previous night, specimens of fast- 
ing urine and blood were obtained, the urine 
being voided into a suitable receptacle, and 
the blood extracted from a vein, and received 
in an oxalated tube. 

II. The patients then swallowed 400 ce of 
water in which 50 gm. of levulose (made from 
the Jerusalem artichoke and marketed by 
Pffanansteil of Waukegan, Illinois, this being 
the form most free from impurities, and not 
producing nausea or diarrhea in any of the 
cases ingesting it) were dissolved. 

III. From this time, specimens of blood 
(about 5 to 10 ce per specimen) were ex- 
tracted from a vein and received in an oxa- 
lated tube every 45 minutes for 5 additional 
extractions, it being felt that, while antece- 
dent tests reported in the literature had been 
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carried on for a period of two hours only, 
which had seemed adequate to effect a logic:l 
conclusion relative to the cycle of events oc- 
curring in such interim, as expressive of the 
liver’s ability to metabolize carbohydrate, it 
might be of interest to observe the blood levu- 
lose readings over one and one-half hours 
longer, to determine if additional data per- 
tinent to such function might be evinced. 

III. Specimens of urine, subsequent to 
the taking of levulose in amount aforecited, 
were collected hourly, for five hours. 


IV. The blood sugar content of each of the 
six specimens was then estimated according 
to the technique described by Folin, Otto and 
Wu, Haein, Journal of Biological Chemistry, 
38, 108, 1919; 41, 367, 1920. 

V. The individual urinary specimens we:e 
examined separately for levulose and the tot:l 
gm. output of levulose for the several speci- 
mens determined by the method exhibited in 
the recountal by Summer, J. B., Journal of 
Biological Chemistry, 62, 2187, 1924, because 
of a desire to determine the validity of the 
urinary excretion of levulose, as indicative of 
hepatic dysfunction in metabolizing carbo- 
hydrates, specifically levulose. 


VI. The patients tested as to the ability 
of their liver function as displayed toward 
the metabolism of levulose, were, one or two 
days later, after a similar all-night fast, sub- 
sequent to the 5 p. m. meal of the evening be- 
fore, and after voiding a fasting specimen of 
urine into a suitable receptacle, given 40 gm. 
ef galactose (known to be free from contami- 
nating impurities) dissolved in 400 ee of 
water, after which at every hour, for five 
hours, voided specimens of urine were col- 
lected in separate suitable receptacles for 
examination. Each of these specimens was 
examined for galactose content, and the total- 
gm. of the several specimens was estimated 
by the technique described by Summer, J. B., 
Journal of Biological Chemistry, 62, 237, 
1924. 

VII. The establishment of the validity of 
the differentiation of levulose from galactose 
as a result of the last two mentioned methods 
was effected in the case of: 


I. Levulose 
(a) By testing with hydrochloric acid. 
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II. Galactose 
(a) By the music acid reaction. 


|. It was decided, after serious considera- 
tion of the standards affecting the results 
evinced, subsequent to the use of levulose and 
galactose, as agents of expression of the de- 
gree of impairment of the hepatic glycogenic 
function, as portrayed by Joliffe, Tallerman 
and Kendall, aforecited, to 
(A). Accept the figures of Tallerman, 
that a rise of thirty (30) mg. above the fast- 
ing blood sugar level within the first hour 
with a failure to return to within ten (10) 
mg. of the fasting blood sugar level by the 
end of the second hour be esteemed as indi- 
cative of impaired liver glycogen function, 
and that a rise of the blood levulose of twenty- 
five (25) mg. within the first hour, and a con- 
tinuation of such level or its ascent to a 
higher level by the end of the second hour, 
should be considered suspiciously indicative 
of hepatic glycogen dysfunction. 

(B). That a rise of the levulosuric index, 
in gm. total output at the end of five (5) 
hours, above 0.13 gm. should be looked upon 
as evidence of lack of normal liver glycogen 
funetion. _ 

(C). That a galactosuria exceeding a total 
output of three (3) gm. at the end of five 
(5) hours, should constitute positive evidence 
of deficient hepatic glycogen function, and 
when the galactosuria totaled in gm. between 
two and one-half (2.5) and three (3) gm. 
total output, at the end of five hours (5) such 
should be interpreted as a suspicious lessen- 
ing of hepatic glycogen function. 

METHODS 

I. Positive or negative results are depicted 
'by the letters P or M and where both ap- 
pear, the result was viewed as _ suspicious. 
Normal results were indicated by the word 
normal. 

II. By reading the titles of each table, 
the specifie portrayals will be readily appre- 
ciated. In order to effect clarity of interpre- 
tation, the component sheets of each of the 
first three tables have been paged in parallel 
numerical sequenee so that, for-example, in 
tabular exhibition of Case One, the blood 
levulose, urine levulose, urine galactose re- 
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actions, with exhibition of test showing 
greater degree of positivity, diagnosis, treat- 
ment and result may be followed rapidly from 
the beginning of experimentation through the 
several separate tests. | 

III. Table IV is a comparative tabulation 
of the laboratory research in all cases re- 
acting positively to the test agents, levulose 
or galactose, with the additional recordances 
of the van den Bergh, bromsulphalein and 
urobilinogen test results. 

IV. Table V depicts through the medium 


of its left one-half the cases in which levulose . 


alone, and the right one-half the cases in 


which galactose alone, yielded evidence of 


hepatic glycogen impairment. 

V.__Table VI portrays the one ease of the 
series, in which both levulose and galactose 
reactions attested to lessening of hepatie gly- 
eogen function. 

VI... Table VII contrasts the positivity of 
levulose or galactose; depicts the maximum 
elevation in mg. of blood levulose above the 
fasting blood sugar level; and contrasts the 
levulosuria and galactosuria readings of the 
second hour after the ingestion of fifty (50) 
gm. of levulose and forty (40) gm. of galac- 
tose. = 

EXPLANATIONS RELATIVE TO CASES AND 
RECORDED DIAGNOSES 


Case II. Diagnosis—Pleurisy with Effusion 


(left). 
Presented clinically—-Tenderness in 
right upper abdominal quadrant with 
the liver palpable three em. below the 
right costal margin. ; 
Case VI. Diagnosis—Rheumatic Heart Dis- 
ease. 
Clinieally—Heart—marked precordial 
bulging with every heart beat-apex— 
3 em. to the left of the midclavicular 
line in the sixth interspace, with pre- 
eordial dullness markedly enlarged, 
marked systolic and diastolic murmurs, 
with transmission to the left axilla, 
loud aortie systolic and diastolic mur- 
murs heard plainly over Erb’s point 
and in the neck along the carotid. 
Typieal Corrigan pulse. 
Case VII. Diagnosis—Leg Uleer 


Clinically—Heart—slightly enlarged 
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to the left. Pulse—irregular in vol- up to 1:200—van den Bergh—indirect, 
ume. Urobilinogen 1:100—van den 0.3 mg.—lIcterus Index 5. 

Bergh—indirect, 2 mg. per 100 ce. Case XLII. Diagnosis—Exopthalmic Goitre. 
Clinieally—Heart—soft blowing 


Urine—faint trace of albumin. ; 
stolie murmur at apex. Bromsulpha- 


Case XLI. Diagnosis—Diffuse Goitre with lein—20%. B.M. R.—plus 49. Albi- 
Hyperplasia. min—globulin ratio, 1:1.1. 
Clinically — Heart — definite systolic Case XXII. van den Bergh—indirect, 0.8 
mitral thrill, coarse systolic mitral and mg.; direct, 0.5 mg. Bromsulphalein 
aortic murmurs. Urinalysis — faint —20%; E. K. G.—Coronary Disease 
trace of albumin. Urobilinogen plus with Myocardial Degeneration. 
TABLE I 
Tabulation Results Comparatively— Blood Levulose and Urine Levulose 
Blood Levulose ae Urine Levulose 


Fast 45 90 135 180 225 Por | Fast ihr. 2hr. 3hr. 4hr. Shr. Gm. 
min. min. mi in. min. M Output 


mg. mg. mg. mg. Gm. Gm. Gm. Porm 
100 100 100 100 
cc cc 

77 


89 
71 


102 


M 
M 
M 
M 
M 
M 
M 


(Gms) 

3 (100) 84 100 MM 99 99 85 0.192 0.200 0.567 1299 1.4259 0.66 4.3439 

s (50) 77 116 108 108 112 103 04 0465 069 0465 02 036 258 

— 5 83 88 95 83 81 74 0.088 0.054 0.112 0.168 0.054 0.828 1.294 

= 90-100 96 8B 035 008 040 0.186 0534 0486 2.636 
— “6 86 123 103 93 86 82 0300 0810 0240 0276 0.162 0072 1871 

(100) 66 99 96 9% 92 90 0.312 0.144 0.632 0.264 0.240 0.120 
7 (50) 85 90 83 85 89 82 0250 0.270 0.168 0.156 0.240 

90 91 99 106 100 0.152 0.130 0.084 0.156 0210 0.144 0876 
. 9 (100) 103 148 142 122 104 103 0.088 0.156 0.112 0.140 0.102 0.066 0.604 

(50) 9 122 113 96 86 90 0360 0048 0081 0330 0312 0.196 1.250 

| 0.186 0.190 0.020 0.045 0.135 

103 129 144 139 129 118 0.440 0.09 0.116 0.128 
| 12 0.714 02 0.244 0.204 0.246 008 
3 13 100 118 123 120 108 100 0.08 0.15 0.282 0308 0248 0.312 1.390 
aS 14 39 45 36 39 40 38 0.165 0.150 0.180 0.330 0.540 0.540 2.105 
15 50 54 54 1.020 0.180 0255 0.305 0330 0420 26 
7 16 113 113 102 109 109 111 0.210 0.232 0.488 0300 1.29 

17 89 96 86 86 86 86 0.990 0.125 0.180 0.450 0.480 0.480 27 
= 18 78 92 86 86 83 78 0.978 0.08 0.06 0.105 0.03 0.03 1288 
a 19 103 138 117 88 85 68 0.144 0.124 0.384 0.680 0.380 0.220 1 | 
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aA TABLE I (Continued) 
: 20 99 117 132 128 128 125 P 0.152 0.064 0.112 06.112 0072 0.104 0.616 
| P 
-. 21 99 1009 106 997 9F 8ST =M Did not void any urine 
E22 65 144 153 128 113 108 P Did not void any urine 
a) 82 97 100 93 88 70 M 0.560 0.330 1.275 0.540 2.705 
24 167 146 119 96 86 62 M 0.310 0.924 0.360 0.06 0.560 0.512 = 
. 25 87 88 96 86 86 83 M 0.032 0.008 0.0144 0.034 0.01 0.0984 
M 
26 83 83 99 83 69 50 M 0.0192 0.0032 0.0048 0.008 0.0056 0.0076 —" 
27 Unable to secure Venous Blood 0.728 0.105 0.09 0.28 - 
28 M 0.0252 0.196 0.0925 0.0832 0.032 0.4289 
ys i 78 8 - 7 OF 100 74 M 0.0500 0.0832 0.0435 0.0352 0.0532 0.0144 0.2794 
P 
30 M 0.804 0.768 0.378 0.378 0.294 0.408 3.03 
P 
31 103 128 128 91 83 87 M 0.060 0.040 0.088 0.144 0.128 0.192 0.652 
P 
32 97 90 112 1233 6 951 M 0.212 0.092 0.08 0.16 0.168 0.08 0.792 
P 
33 M 0.312 0.240 0.16 0.6 0.72 2.032 
P 
34 81 110 91 90 87 85 M 0.123 0.348 0.420 0.156 0.088 0.084 1.219 
P 
35 74° 70 7 M 0.19 0.2 0.39 
P 
36 84 96 99 104 997 89 M 0.64 0.04 1.04 
P 
37 M 0.51 0.432 0.45 0.75 2.342 
P 
38 79 #121 100 92 98 102 P 0.45 0.682 0.225 0.170 0.112 0.1 1.739 
P 
39 104 136 118 4118 104 103 Pr 0 0.504 0.270 0.390 #£0.480 1.744 
P 
40 86 9 9 82 87 88 M 0.093 0.135 0.128 0.675 0.174 0.135 1.34 
P 
41 Unable to obtain cither blood or urine levulose 
42 Unable to obtain either blood or urine levulose 
43 6 67 55 6 60 6 M 2.132 0.12 0.12 2.372 
P 
TABLE II 
Galactose Comparative Tabulation Effect Sugar Ingestion 
Urinary Excretion in Gms. Blood P Urine P Urine P More 
Levulose M _ Levulose M Galactose M Valuable 
Indicator . 
Case Fast ihr. 2hr. 3hr. 4hr. Shr. Gm Mg Gm Gm Hepatic 
No. Output 109 cc Output Output Dysfunction 
um 
1 Gm Gm Gm Gm Gm Gm PorM Read. 87 
294 034 0.34 02 0.52 4.34 Elev. 10 M 0.304 P 4.34 P Galactose 
2 0.732 0.252 122 0.640 03 0.132 3.276 Read. 102 P 1895 P 
Elev 24 
P = 81 M 0303 P 3.276 P Galactose 
lev 
3 44 1.4 1.36 0.28 0.05 4.49 Read. 102 P 4.3439 P 4.49 P Galactose 
P Elev. 18 (100 Gm Levu.) 
3 0.74 044 18 0.72 0.13 3.83 Read. 116 P 356 P 3.83 P Galactose 
| P Elev. 39 (100 Gm Levu.) 
3 048 18 0.64 052 0.96 4.4. Elev. 39 Not 4.4 P Galactose 
P. Elev 39 Obtained 
4 008 0.345 0.18 O89 0.14. 1.635 Read. 81 M 0808 P 1635 M. Normal 
M Elev 13 
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TABLE II (Continued) 


5 0.2160 0.128 0.9 0064 0.075 1.283 Read. 95 M 1294 P 1.288 M Normal 
5 0544 0.172 054 O5T6 0.44 0.564 £936 
6 2208 1.056 0564 0275 0.304 4.407 Read. 123 M 1871 P 4407 P Galactose 
7 2352 0.99 117 12 0.558 0522 6.832 Reed P M 

Read M_ 1.08 P 6832 P Galactose 
8 0.14 0.07 0.085 0.07 0.055 0.42 Read. Normal 
9 0.136 0.172 0.064.0.136. Read. 148 

M 132 M1259 0.68 M Normal 

Elev. 23 


10. 0.00 0.54 0.0456 0.0126 0.0306 0.05 0.7688 Not Obtained 0.576 0.7688 M Normal 


P 
11 0.72 0.105 0.192 0.184 0.108 0.048 1415 Read. 144 P 0774 P 1415 M_ Levulose 
P 
P 
P 


Elev. 41 
12 Unable to obtain. Patient left the Hospital. Read. 86 M 1.608 Not Levulose 
Elev. 11 Obtained 
13. Unable to obtain. Due to immediate operation. Read. 123 M_ 1.390 Not Normal 
Elev. 23 Obtained 
14 0.026 0.055 0.126 0.074 0.073 0.364 Read. 45 M = 2.105 0.364 M Normal 
M sé lev. 6 
Read. 54 
1 0.056 0.165 0.123 0.34- 0.08 — Elev. » 4M. -26 P 0765 M Normal 
16 0.0632 0.0344 0.0048 0.0024 0.0031 0.0528 0.1607 Read. 113 M 1.29 P 0.1607 M Normal 
M Elev. 0 
TT 36252 0.273 0.054 0.0944 0.085 0.0312 0.7896 Read. . M 27 P 0.7896 M Normal 
M Elev. 
“3 -O108 0.088 0.117 0.323 Read 92 M 1.283 P 0323 M Normal 
Elev. 14 
19 0.348 0.16 0.516 0.168 0.45 “a Read. 138 M 1.932 P 1642 M Normal 
Elev. 35 
20 0.175 0.404 0.356 0.351 1.286 Read. 132 P 0616 P 1.286 M _  Levulose 
M Elev. 32 
20 0.152 0.115 0.262 0.96 0.255 1.744 M Not 1.744 M _  Levulose 
M Obtained 
21 Unable to obtain. Patient left the Hospital. Read. 109 M Not Not Normal 
Elev 70 P Obtained Obtained 
22 0.096 0.33 0.67 1096 Read. 153 P Unable to 1096 M _  Levulose 
Elev. “78 void. 
not obtd. 
22 0.225 0.08 0.225 0.132 0.662 Elev. 78 not obtd. 0.662 M  Levulose 
M Elev. 78 not obtd. 
23 Unable to obtain. Patient left the Hospital. Read. 100 M 2.705 P Not Normal 
Elev. 18 Obtained 
24 1.183 1.32 41.672 2.025 08 6.98 Read. 167 M 3.256 P 6.98 P Galactose 
P Elev 0 
2 0.155 024 0208 051 0.354 0.528 1.993 Read. 96 M 0.0984 M 1.993 M Normal 
M Elev 9 : 
26 0.162 0.174 0.175 0.095 0.085 0.125 0.796 Read. 4 M 0.04841 M 0.796 M Normal 
M Elev. 1 
27 0.128 0.072 0.333 0.165 0.236 0.096 1.02 Not Obtained 1.2 M 102 M _ Normal 
M 
28 102 2.08 0.255 0.696 0.688 0.384 5.123 Read. . M_ 0.4289 P 5.123 P Galactose 
P Elev. 1 
28 0575 1.4 126 027 0.145 0.660 4.65 Not 4.65 P Galactose 
0.340 P Obtained 
Read. 100 
29 Unable to obtain Elev. 22 M_ 0.2794 P NotObtd. Normal 
30 Unable to obtain, due to difficulty in Read. 82 M 3.03 P NotObtd. Normal 
micturition because of urethral stricture Elev. ll 
31 004 0.648 0426 0.2 0.1 1.408 Read. 128 M 0.652 P_ 1.408 Normal 
M Elev. 25 
32 066 0.14 0.468 0.144 09 0.48 2.348 Elev. 25 Not 2.348 M Normal 
0.216 M Obtained ; 
32 0528 09 0.912 0.152 0204 0.222 2918 Read. 123 M 09.792 P 2818 P Galactose 
P 
0.416 1.12 0.54 2.076 Elev. 26 2.076 M 
33 0.68 0.16 0.112 008 0.09 1.122 Read. 91 M 2032 P 41.122 M Normal 
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TABLE II (Continued) 


34 038 j$4J.12 O14 O07 0.04 Read. 110 M 1219 P 175 M_ Normal 
Elev. 29 
35 0.136 0.068 0.072 0.028 Read. 79 M 039 #$=.P 0.304 M_ Normal 
36 «0.275 «60.327 0.602 Read. 104 M 084 P 0602 M Normal 
M Elev. 20 
37 ~=—«0.129 0.044 0.056 0.049 0.049 0.327 96 M 2.142 P 0327 M Normal 
M lev. 19 
38 0.29 0.408° 0.36 0.104 0.0624 — — 121 P 41.739 P 1.2224 M_ Levulose 
lev. 42 
39 «©6048 O04 £0.09 0.05 2.12 Read. 136 P 1744 P 212 M _ Levulose 
Elev. 32 
40 0.63 0.98 0.15 0.144 0.04 = Read. 95 If 134 #P 1944 M Normal 
Elev. 
41 2.65 095 0.21 0.24 0.22 4.27 Unable to obtain 4.27 P Galactose 
P ‘ 
0.288 0.464 0.624 0.540 0.462 0.42 2.798 2.798 P Galactose 
Pp 
42 0.276 2.13 0.222 0.830 0.224 0.135 ee Unable to obtain 3.817 Galactose 
0.880 1.224 0.63 132 048 045 4.984 Unable to obtain 4.984 -P Galactose 
P 
43 0.69 0.454 0.453 0.0536 0.1254 1862 Read. G7 M 012 M 2372 M Normal 
M _sElev. 2 
TABLE III 
Case No. Diagnosis Treatment Result 
1 Parenchymatous Hepatitis with early Cirrhosis Medical .................. Discharged as improved 
2.  Pleurisy with Effusion (Left) ................. Discharged as improved 
3 Hepato—Cellular Jaundice—Gonorrheal kera- 
5 Pulmonary Tuberculosis—Gastric Carcinoma ...Medical ................... Discharged. No remarks 
6 Rheumatic Heart Disease ok css Discharged. No remarks 
Surgical Services 
9 Chronic Constipation—Achlorhydria— 
10 + Bilateral Striatal Disease—Jaundice (undeter- 
11 Duodenal Diverticulum—Gastric Hemorrhage 
Acute Parotitis 
12 Aleoholic Gastritis—Bronchial Asthma ........ Discharged as improved 
14 Rheumatic Heart Disease—Mitral Insufficiency— ; 
Aurie Fibrillation — Syphilis — Bronchial 
15 Hypertensive Heart Disease ................... Discharged as improved 
17. Myxoedema—Umbilical Hernia ................ Discharged as improved 
Surgical—Repair of Hernia 
19 Chronic Cholecystitis with Cholelithiasis ....... Surgical-Cholecystectomy Discharged as recovered 
21 Deep Phiebitis left lower extremity— 
22 Coronary Disease—Bundle Branch Block ....... Discharged as improved 
23 Hypertensive Heart Disease—Retinal Hemorr- 
24 Diabetis Mellitus—Hepatitis—Cerebral Throm-, 
24 Heart Hypertension 
26 Chronie Nephritis with Oedema— Discharged as improved 
28 
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TABLE Ill (Continued) 


Carcinoma iene with Metastasis - with 
marked Gastric Retention—Arterio-Sclerotic 
Heart Disease i | Discharged as inoperable 
Arterio-Sclerosis—Cardio-Renal Disease with 
Hypertension—Syphilis—Urethral Stricture Medical Discharged as improved 
Cholelithiasis Medical Discharged as unchanged 
Refused Operation 
Surgical-Cholecystectomy 
and laparo- 
Died (Autopsy confirmatory 
operative findings) 
Discharged as improved 
Discharged as improved 
Remains on House 
Medical Service 
Hypertensive Cardio-Renal Disease—Syphilis— 
Mitral Regurgitation—Chronie Myocarditis i Discharged as improved 
Chronic Cardio-Renal Disease—Coronary Dis- 
ease—Syphilis i Discharged as improved 
Carcinoma Head of Pancreas—Obstruction 
ili gical Anastomosis Gall 


Bladder to si end of 


Discharged as improved 
Acute Jaundice—Cholesterosis 
Cholesterin Stone—Cholelithiasis i Discharged—as left agaist 


advice 
Carcinoma of Liver—Secondary to Colonie Carci- | 
Remains on House Gastio- 
enterological Service 


gica 
Subtotal Thyroidectomy Discharged as improved 
Medical Discharged as unchanged 
Signed Release 
Remains on House Gastro- 
enterological Service 


Cases of Hepatic Dysfunction, Glycogen Formation Evidenced by Levulose or Galactose 
or Both with Van Den Bergh—-Bromsulpi alien—Urobilinogen Records and Diagnoses 


Case _ Diagnosis Levulose Galactose Van Den Bromsulph- _Urobili- 


No. 


mg per 100Gm. Output Bergh alien % nogen 
ccPorM PorM Mg. % Retention 


Parenchymatous Hepatitis with M Less Than 10% end of 1.180 
Early Cirrhosis 0.2 mgm % min. Oin 

hour 
Pleurisy with Effusion (Left) 2 Not performed 
Hepato-cellular Jaundice . Immed. Dir. Not performed 
| Indir. 20 mg. 


Pulmonary Tuberculosis 936. Not performed 
Gastric Carcinoma 


Rheumatic Heart Disease d Not performed 
Leg Ulcer 


Direct Im- Not performed 

med.-Neg. 

Indirect— 

2 Mg. 

Duodenal Diverticulum—Gastric Not performed 1.300 
Hemorrhage—Acute Parotitis 
Malarial Fever Indirect 5 Mg. Not performed 1.300 
Coronary Disease—Bundle Branch Dir. Biphas 20% Retention Not 
Block 0.5 Mg. Indir. Performed 


8 Mg. | 
Diabetes Mellitus—Hepatitis— : ir. . . No retention Not 
Coronary Disease—Mitral Regurgi- Performed 
tation 
Common Duct Stone } ‘ ir. Not performed 1.30 
Immediate 
Indirect 
: 19 Mg. 
Carcinoma of Liver Dir. Immed. 20% retention 
M indir. 3 Mg. 
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“2 TABLE IV (Continued) 
: 38 Carcinoma Head of Pancreas 42—-P M  ODir. Immed. Not performed 1.50 
Indir. 20 Mg. 
89 Acute Jaundice—Cholesterosis— 32—P M _ Immed. 10 Mg. Not performed 1.300 
Cholesterin Cholelithiasis 
_ 41 Diffuse Goitre with Hyperplasia M 427 P Dir. Neg. 
Fs 2.798 PM Indir. 0.3 Mg. 
Ict. Ind. 5 Not performed 1.200 
_ 42 Exopthalmic Goitre M 4.984 P 0.2 Mg. 2 Mg. Dose 1.20 
; 3.817 P 20% retention 
TABLE V 
Conditions in which Levulose alone was Positive Conditions in which Galactose alone was Positive 
Case Diagnosis Lev:uose Case Diagnosis Galactose - 
No. Mg. Per No. Gn 
: 100 cc Output 
PorM P or M 
| 1 Parenchymatous Heptatis with ... 434 PM 
early Cirrhosis 
2 Pleurisy with Effusion (Left) .... 3.276 P 
5 Pulmonary Tuberculosis—Gastric.. 2.936 P M 
Carcinoma 
11 Duodenal Diverticulum ............... 41 P 6 Rheumatic Heart Disease ........ 4.407 P 
24 Diabetes Mellitus—Hepatitis— ... 698 P ? 
Cerebral Thrombosis—Coronary 
Disease—Mitral Regurgitation 
33 P 28 Cummon Duct Stone ............ 5.123 P 
4.65 P 
22 Coronary Disease—Bundle ............ 78 P 41 Diffuse Goitre with Hyperplasia .. 427 P 
Branch Block ‘ 2.798 P M 
38 Carcinoma Head of Pancreas ......... 42 P 42 Exopthalmic Goitre .............. 4.984 P 
Obstruction of Biliary Duct 32 Carcinoma of the Liver ........... 2.348 M 
2.918 P M 
39 Acute Jaundice—Cholesterosis ........ 32 P 
Cholesterin Cholelithiasis 
TABLE VI 
Conditions in which both Levulose and Galactose Tests Were Positive 
Case No. Diagnosis Levulose Galactose 
Mg per 100 cc Gm Output 
a 3 Hepato—Cellular Jaundice—Gonorrheal (50 Gm) 39-P 449 P 
Keratoderma 44 P 
383 P 
TABLE VII 
Highest Reading Increase of Blood Levulose and 2 hr. Readings Levulosuria and Galactosuria 
Case Diagnosis Blood Levulose Levulosuria Galactesuria 
No. Mg. per 100 cc % cc Gm. % cc Gm. 
. 1 Parenchymatous—Hepatitis with ......... P or M 
; G—P 10 0.04 140 0.056 0.4 85 0.34 
2 Pleurisy with Effusion (Left) ............ G—P 24 0.05 150 0.075 2 @1 32 
- Pleurisy with Effusion (Left) ............ 2 0.05 $25 0.125 8: 
3 Hepato Cellular Jaundice— .............. G—M 39 (50Gm) 09 63 0.567 0.46 1.36 
Gonorrheal Keratoderma ................. 0.5 138 360.69 08 236 18 
| Not performed 04 70 028 
Not performed 0.8 80 0.64 
Normal 13 0.4 38 0.152 05 36 0.18 
> Pulmonary Tuberculosis— ............... G—PM 19 0.4 28 0.112 3 30 0.90 
Gastric Carcinoma 
Rheumatic Heart Disease ................ G—P 37 0.3 80 0.24 03 188 0564 
G—M 5 (50Gm) 0.46 28 0.168 03 390 1.17 
5 Normal 20 0.7 12 0084 05 17 0.085 
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TABLE VII (Continued) 


9 Chronic Constipation— .......,.......... Normal 23 0.6 14 0.081 1.4 13 0.172 
Achlorhydria Possible Cholesterosis 
10 Bilateral Striatal Disease ............... Not Obtained 05 4 0.02 Not Obtained 
Monoplegia Jaundice (Undetermined) 
1l Dwuodenal -Diverticulum ..............--.. L—P 41 0.5 18 0.09 04 48 0.192 
Gastric Hemorrhage—<Acute Parotitis 
12 Alcoholic Gastritis— ..................--. Normal 11 0.4 61 0.244 Not Obtained 
Bronchial Asthma 
14 Rheumatic Heart Disease ................ Normal 6 0.3 60 0.18 0.08 158 0.12¢ 
Mitral Insufficiency 
Auricular Fibrillation 
Syphilis—Bronchial Asthma 
15 Hypertensive Heart Disease ............. Normal 4 0.3 85 0.255 0.25 49 0.125 
17 Myxoedma and Umbilical Hernia ........ Normal 7 0.3 60 0.18 03 18 0.054 
19 Chronic Cholecystitis ..................... Normal 35 0.4 96 0.384 03 172 O51t 
Cholelithiasis | 
26 (0.262 
21 Deep Thrombo—Phlebitis Left Lower Normal 10 Unable to obtain. No voiding 
Extremity Cholelithiasis 
22 Coronary Disease—Bundle Branch Block ..L—P 78 No hoger 2 Unable 05 16 0.08 
to obtain 
23 Hypertensive Heart Normal 18 0.3 110 =0.33 Unable to obtain. 
Retinal Hemorrhage—Cystitis Patient left Hospita: 
24 Diabetes Mellitus Hepatitis—_........... GP? 0 0.4 90 0.36 2.2 76 = 1.672 
Cerebral Thrombosis—Coronary Disease— 
25 Arterio-Sclerotic—Heart Disease— ........ Normal 9 0.04 36 «60.0144 04 £52 = 0.208 
Hypertension—Liver Damage 
26 Chronic Nephritis with Oedema .......... Normal 16 — 0.04 12 0.0048 0.5 35. 0.175 
Obtained 
G—P 17 0.25 37 0.0925 05 510.255 
3.0 42 1.26 
29 Carcinoma Stomach with ................ Normal 22 0.15 29 0.0435 Unable to obtain 
Metastasis with marked Gastric Retention— 
Arterio-Sclerotic Heart Disease 
30 Arterio-Sclerosis—Cardio- ................ Normal 11 0.3 126 0.378 Unable to obtain 
Renal Disease with due to Urethral Stricture 
—Urethral Stricture 
1.3 36 0.468 
32 Carcinoma of Liver—Gall ............... GP 2 0.5 16 0.08 aa: 28 1.12 
Bladder filled with Bile and Pigment 1.2 76 0.912 
34 Acute Catarrhal Jaundice ................ Normal 29 1.4 30 0.42 0.6 24 0.14 
: 35 Hypo-Adrenalinism—Addison’s Disease ...Normal 5 0.5 40 0.2 0.06 120 0.072 
j 36 Hypertensive Cardio-Renal ............... Normal 20 0.5 40 084 03 109 = 0.327 
Disease—Syphilis— Mitral 
Regurgitation—Chronie Myocarditis 
37 Chronic Cardio-Renal Disease ............. Normal 19 0.3 150 0.4 140 0.05: 
| Coronary Disease—Syphilis 
f 38 Carcinoma Head of Pancreas— .......... L—P 42 0.7 4 0225 12 300.36 
; Obstruction of Biliary Duct 
4 39 Cholelithiasis—Acute Jaundice ........... L—P 32 0.3 90 0.27 0.2 200 0.4 
Cholesterosis with Cholesterin Stone 
j 40 Carcinoma of Liver Secondary to ......... Normal 9 0.4 32 0.128 0.46 2 §6@.15 
Colonie Carcinoma 
} 41 Diffuse Goitre with Hyperplasia ......... G—P Unable to obtain blood or 05 31 021 
urine 0.4 166 0.624 
urine 1.8 35 (0.65 
Normal 2 0.4 30 0.12 O38 0.453 


The graphic comparative recordance of re- lose rose 39.4 mg. above the fast- 
sults obtained with levulose and galactose as ing level. (Average response). 
test media showed that: _ At 90 minutes 6 positive cases drop- 

At 45 minutes 6 positive responses to ped from the fastigium 1.4 mg. 
levulose estimated as blood levu- At 135 minutes 6 positive cases 
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155 Mg. 
Minutes Denote Time Elapsed After 2 Hour: or 120Minute:Line Standard of Reading to 
Ingestion 50 Gm. Levulose, Subsequent witl 10 Mg. Fasting Blood Sugar Level 
to a Previous Fast. 
130 Mge 5 Minutes. 90 Minutes 135 Mirrutes 180 Minutes 225 Mn. 
(127.2 
125.8 Mg. 
125 Mge 
Positive Reaction In Six» ) With Blood Levulose 
120. Mge 
15 Ug. 
Height - 8 Positive Cases 
5 ~Galactose Average - 4.6327 Gn. Output GRAPHS OF BLOOD LEVULOSE; 


URINE LEVULOSE AND GALACTOSE 
NORMAL AND ABNORMAL 


Normal Base Line Galactose Output 3 Gn, 


- 28 Negative Cases Avcraye Galactose 

2 Gu.fOutput 1,1075 Gn. 

100 Mg. : Height 37 Cases Average Levulose Output 1.5195 Gm, 
1 Gm, | 


Base Line Levulose Output 0.15 Gm, 
Negative Cases ~ Average Levulose 


95 1 Gm. / Urina 0.0734 Gm. 
4 / Urinary Quépyt 0.075 
Reactions in 32 Cases Blood Levulose 


88.9 Gm. 
Level | 6 = Positive Reactions Levulose 
86.6 Mee 


85,4 Mge 


Mg. 


ig. Minutes 


135 Minutes 180 Minutes 225 
45 Minutes 90 Minutes Minse. 
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dropped from 90 min. level 6.2 
mg. 
At 180 minutes 6 positive cases 
_ dropped from 135 min. level 4.8 
mg. 

--At 225 minutes 6 positive cases 

dropped from 180 min. level 5.2 
mg. and remained 22 mg. above 
the fasting blood sugar level of 
87.8 mg. 

In contrast to the above linearly depicted 
rise and fall in blood levulose by 6 positive 
reactors—32—normals rose ten and _ two- 
tenths mg. from a fasting blood sugar level 
of 84.4 mg. to a level of 94.6 mg. at the end 
of the first 45 minutes, at 90 minutes the fall 
(from the fastigium attained in excursus 
subsequent to ingestion of 50 mg. of levulose), 
was 5.7 mg. to a level of 88.9 mg. At 135 
minutes the curves (average) dropped 4.5 
mg. to 85.4 mg. or to within 1 mg. of the fast- 
ing blood sugar, but at 120 minutes, the limit 
of observation of Tallerman, Joliffe and Ken- 
dall, the blood sugar curve reached a level of 
86.6 mg. or at a level but 2.6 mg. above the 
fasting blood sugar, which is in agreement 
with their views as to normal reaction. At 
180 minutes a drop from 85.4 mg. to a level 
of 81.4 mg. or of 4 mg. had occurred. At 225 
minutes, or the end of period of observation, 
the blood levulose level was 77.25 mg., a drop 
of 4.15 mg. from the 180 minute level, or 7.15 
mg. below the fasting blood sugar level. 


The average galactose elevation in 8 posi- 
tive cases above the 3 gm. output line was 
1.6327 gm. to a level of 4.6327 gm. total out- 
put, while the negative responses in 28 cases 
showed a total output of but 1.1075 gm. 

_ The average levulosuric output in 37 posi- 
tive cases was 1.5195 gm. and in the 2 nega- 
tive reactions was 0.0734 total gm. output. 

RESULTS 

I. The contrastively portrayed tabulations 
of tables Nos. I, II, IV, V and VI are suffi- 
ciently apparent as to necessitate no further 
elucidation. 

II. The depiction of Table No. VII solely 
illustrates the non-dependability of the levu- 
losuric findings relative to per cent, cubic 
centimeters of output and gm. total output as 
indicative of decreased hepatic glycogen func- 
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tion, as in only two of the forty-three cases 


tested was the output below 0.13 gm. 


CoNCLUSIONS 


I. A dose of fifty (50) gm. of levulose or 
forty (40) gm. of galactose after an overnight 
fast, is, in each instance, adequate to effect a 
valid variation of blood levulose and urine 
galactose portrayal as compared to the ex- 
cursus evinced by the blood and urine of nor- 
mals, after a similar ingested dose of each. 

II. From Table V the incidence of posi- 
tivity of levulose or galactose alone is as five 
(5) is to seven (7). In addition galactose, 
manifests three questionably positive re- 
actions, which if added to the antecedent 
seven, would render the comparative posi- 
tivity as five (5) is to ten (10), or as one (1) 
is to two (2). The case number twenty-four 
diagnosis diabetes mellitus presenting a galac- 


tosuria of 6.98 gm. output with a negative 


blood levulose was discarded from considera- 
tion because the reactions were not depend- 
able, owing to the perversion of carbohydrate 
action by the disease entity evinced. 


III. Table VI portrays an equal decrease 
in hepatic glycogen function by both tests, 
and is the only case with duality of reaction 
by investigative agents. 

IV. Unexpectedly positive evidences of 
mitigation of hepatie glycogen function were 
evinced in Cases Nos. II, VII, XLI and XLII, 
with galactose as a research agent; and in 
Case No. XI with levulose as the test sugar. 

V. There seems to be no parallelism in re- 
action between levulose or galactose as test 
sugars, in any case or type of case save that 
manifested in Case No. 3, Table VI. 


Therefore, it is concluded that in estimat- 
ing the degree of impairment of hepatic gly- 
eogen function of any patient, should one test 
be negative, it becomes imperative to perform 


the other, but if one is positive, exhibition of 


the second is non-essential. 

VI. Comparatively, the galactose test pre- 
sents the greater ease of performance, as it 
is easier to collect urinary output hour'y, 
than to effect numerous blood extractions, 
both from the point of time consumed and 


discomfort experienced by the patient; aid, 


since each separate specimen examined sub- 


7 
* 
; 
; 
g 
; 
& 
4 
e4 
} 
zt 
; 
1] 
4] 
f 
‘ 
4 
4. 
A 
OF 
of 
4 
> 
a 


Ocroser, 1934 


sequent to the ingestion of galactose, showed 
the presence of this sugar, all specimens, after 
the fasting one, can be estimated for galactose 
eontent from a total admixed specimen, thus 
‘saving much time in estimating the total gm. 
output. 

_ Arrayed against such is the probably 
greater exactitude of blood levulose determi- 
nations as contrasted with the fact that the 
elimination of urine may not be expressive of 
the complete evacuation of the patient’s 
bladder. 
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CANCER COMMENT 
Malignant Tumors of the Thyroid 
Marion L. H. FrREEMAN* 

Although cancer of the thyroid is seen rela- 
tively rarely by physicians in general practice, 
it is found fairly frequently in elinies at which 
numerous patients with thyroid disease are 
treated. Lahey, [S. G. & O., 56, 418, (Feb. 
15), 1933] reports an incidence of 2.86% in 


6,535 patients operated upon for thyroid dis-. 


ease at the Lahey Clinic, while 1.2% to 10% 
has been quoted by various other authors. 


There seems to be a definitely higher inci- | 


dence in the so-called goitrous areas. 

About twice as many women as men are af- 
fected. This corresponds to the sex ratio in 
endemic goitre. The majority of cases are 
found in persons in the fifth decade of life. 

The clinical differentiation between malig- 
nant and benign tumors of the thyroid is ex- 
tremely difficult and in most cases impossible. 
There are relatively few clinical findings by 


which early malignancy of the thyroid can be 


detected, although marked firmness and fixa- 
tion of an adenoma or sudden rapid growth 
of a tumor of long standing should be re- 
garded as a very suggestive symptom. The 
prophylactic measure of removing adenomas 
while they are benign is the one hope for 
clinical control of this condition, since statis- 
ties show that nearly 80% of the malignancies 
arise in pre-existing adenomas. 

The careful pathological examination of all 
tissue removed at operation plays a very im- 
portant part in the diagnosis. Six per cent of 
the supposedly benign adenomas examined at 
the Lahey Clinic showed malignant changes. 

Cases which are not recognizable clinically 
but are diagnosed by the pathologist after the 
removal of presumably benign adenomas are 
most amenable to therapy. In these eases, 
where the entire tumor has been removed sur- 
gically, the prognosis is very favorable. 

Since malignant growths of the thyroid 
show a peculiar tendency to produce distant 
metastases by extending through and into the 
blood vessels, many operators advise the use 
of the electric cutting current for removing 
these growths, contending that the blood ves- 
sels are sealed at the time of removal, thus 
The tendeney to 
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spread in this manner has prevented several 
authors from removing biopsies for diagnosis, 
but others claim that if the cautery is used 
there is no appreciable difference in the prog- 
nosis. Statisties regarding these opinions are 
not convincing. 

The clinically, frankly malignant thyroid 
tumor usually carries with it a prognosis of 
early death. In these cases radium and x-rays 
have proved very beneficial as palliative 
treatment, and among a comparatively small 
group of patients studied there is a revort of 
cures of 10% of a series of cases considered 
primarily inoperable. Surgical intervention 
offers little aid in the rapidly growing and ex- 
tending types and an early recurrence can be 
expected if this form of treatment is used. 

These tumors simulate tumors of the breast 
and prostate in their predilection for metas- 
tasis to bone—Levin (Amer. Jour. Path., 
6,563, 1930) urges that the thyroid be consid- 
ered along with the breast or prostate in at- 
tempting to locate the primary site in patients 
with extensive metastatic bone involvement of 
unknown origin. Metastatic lesions in the 
lung, adrenal, ovary, and brain have been re- 
ported. | 


There are five cases of malignant thyroid 
disease in the files of the Delaware Tumor 
Clinies. The first: a white female, aged 55 
years, had a swelling of the neck with cough 
and nervousness in 1931. At this time the 
basal rate was normal. A subtotal thyroidec- 
tomy was done and a diagnosis of adeno- 
carcinoma was made. The patient remained 
well for about two and one-half years and then 
developed metastases to the abdominal cavity 
and cervical lymph nodes. A biopsy of a cer- 
vical node was diagnosed as adenocarcinoma, 
metastatic from the thyroid, at this time. 


The second, a white male, aged 47 years, 
had noticed a slight swelling of the neck for 
a long period of time, but this had given him 
no trouble until six weeks previous to the time 
when he presented himself at the tumor clinic. 
The swelling had been increasing rapidly 
during this time and had been aspirated twice 
with no results. On examination a firm mass 
8 em. in diameter was found over the lower 
pole of the thyroid. This moved with swallow- 
ing. The skin was red and shiny, but there 
was no ulceration. The patient complained 
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of cough and choking sensation, loss of 
twenty pounds weight in six weeks, and had 
a basal rate 6f +49. X-ray showed numerous 
metastatic nodules in the lungs. A cycle of 
x-ray therapy to the tumor and lungs was 
started, but because of the critical condition 
of the patient this was discontinued after two 
treatments, and the patient expired two days 
later or three months from the time of no- 
ticeably rapid growth of the tumor. A par- 
tial necropsy was performed and a diagnosis 
of neurogenic sarcoma made. 

The third, a white female, aged 44 yeais, 
had been advised ‘‘not to bother’’ with a 
lump in the right side of her neck, first no- 
ticed three years previous to admission for 
surgery. A slightly nodular mass was removed 
and a diagnosis of carcinoma of the thyroid 
made. Two cycles of x-ray therapy were 
given; the first one month post-operative, aiid 
the second one year later, when a small nodule 
appeared near the sear. The patient presents 
no symptoms at this time, four years aftcr 
the first symptom. : 

The fourth, a white female, aged 52 yeazs, 
presented sudden symptoms of hypertiyroid- 
ism eleven months previous to first lobectomy. 
Five months later the remaining lobe was re- 
moved and an unsuspected carcinoma 1 em. in 
diameter was found embedded in the hyper- 
plastic thyroid tissue. At this time, almost 
two years from the date of operation, the pa- 
tient is still living. No irradiation treatment 
has been given. The site of the tumor is hard 
and irregular, giving the appearance of an en- 
larged thyroid. X-ray irradiation will be 
tried for palliative effect. 

The fifth, a white female, aged 34 years, 
gave a history of enlargement of the thyroid 
with a basal rate of +57 ten years previous 
to subtotal thyroidectomy at which time a 
diagnosis of benign adenoma was maile. 
Symptoms had been severe only at menstrual 
periods and during pregnancy. Because of 
a persistent mass in spite of basal rate of --5 
an incision was made and 20 grams of tissue 
removed. A diagnosis of slowly growing 
carcinoma of the thyroid was made. A cycle 
of x-ray treatment consisting of 3500 r to 
the neck, given over a period of four weeks, 
was completed less than eight weeks after re- 
moval of the tumor, and another cycle wil! 
be given after the skin reaction has entirely 
subsided. 
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| 917 Washington St., Wilmington, Del. 
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Articles sent this Journal for publication and all those 
read at the annual meetings of the State Society are the 
sole property of this Journal. The Journal relies on each 
individual contributor’s strict adherence to this well- 
known rule of medical journalism. Ir. the event an ar- 
ticle sent this Journal for publication is published before 
appearance in the Journal, the mawuscript will be re- 
turned to the writer. 

Manuscript should be sent in typewritten, double 
spaced, wide margin, one side only. Manuscript will not 
be returned unless return postage is forwarded. 

_ The right is reserved to reject material submitted for 
either editorial or advertising columns. The Publication 

Committee does not hold itself responsible for views ex- 

pressed either in editorials or other articles when signed 

by the author. 

Reprints of original articles will be supplied at actual 
cost, provided request for them is attached to manu- 
scripts or made in sufficient time before publication. 

All correspondence regarding editorial matters, arti- 
cles, book reviews, etc., should be addressed to the Edi- 
tor. All correspondence regarding advertisements, rates, 
etc., should be addressed to the Business Manager. 

Local news of possible interest to the medical profes- 
sion, notes on removals, changes in address, births, 
deaths and weddings will be gratefully received. 

All advertisements are received subject to the approval 
of the Council on Pharmacy and Chemistry of the Ameri- 
can Medical Association. 

It is suggested that wherever possible members of the 
State Society should patronize our advertisery in prefer- 
ence to others as a matter of fair reciprocity. 

Subscription price: $2.00 per annum in advance. 
Single copies, 2U cents. Foreign countries: $2.50 per 
annum. 
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Dover IN RETROSPECT 

The one hundred and forty-fifth annual ses- 
sion of the Medical Society of Delaware has 
passed into the record of things accomplished. 
It was in every sense a very successful meet- 
ing. In the first place, the work required of 
the House of Delegates was minimal, was put 
through with neatness and dispatch, and was 
characterized by an exceptional degree of 
harmony. 

In the second place, the scientific meetings 
Were very well attended, the papers were of 
betier than average quality, the discussions 
showed liberality without verbosity, and once 
again we can record a one hundred per cent 
attendance of the speakers scheduled to ap- 
pear. 


In the third place, the general public meet- 


ing was a success, despite the facts that it 
was held in a down-state town and was ar- 
ranged for on relatively short notice. The 
guest speakers at this meeting presented un- 
usually interesting addresses. 

Finally, the social functions and general 
atmosphere were extremely pleasant and en- 
joyable. The officers and committees respon- 
sible for the session are to be congratulated. 
The physicians who attended—two-thirds of 
our whole membership—rendered themselves 
a profitable service. 


THE CHICAGO CONFERENCE 

The annual conference of secretaries of the 
state medical societies and editors of the 
state medical journals, under the auspices 
of the home office of the American Medical 
Association, was held at the Palmer House, 
Chicago, September 21 and 22, 1934. Dr. 
Robert L. Parker, of Des Moines, was elected 
ehairman. A varied, interesting and instruc- 


tive program was presented, as follows: 


Call to Order. J. H. J. Upham, Chairman of the 
Board of Trustees of the American Medical Associa- 
tion. 
The Medical Society of New J riments 
in Furnishing Medical Services 
LeRoy A. Wilkes, Executive Secretary of the Medical 
Society of New Jersey. 

The Centralization and Departmentalization of 
State Medical Society Activities. Oliver J. Fay, 
Chairman of the Board of Trustees of the Iowa State 
Medical Society. 

The Work of the Committee on Mental Health. 
H. Douglas Singer, Chairman of the Committee on 
Mental Health of the American Medical Association. 

Address. James S. McLester, President-elect of the 
American Medical Association. 

Medical Emergency Relief. Holman Taylor, Secre- 
tary of the State Medical Association of Texas; Wil- 
liam C. Woodward, Director of the Bureau of Legal 
Medicine and Legislation of the American Medical 
Association. 

Some Problems of a State Medical Editor. W. 
Edwin Bird, editor of the Delaware State Medical 
Journal. 

Address. R. L. Sensenich, member of the Commit- 
tee on Legislative Activities of the American Medical 
Association. 

The Educational Possibilities of Scientific Programs 
at State and County Meetings. Clyde L. Cummer, 
President of the Ohio State Medical Association. 

Health Insurance in England and Medical Plans in 
the United States. R. G. Leland, Director of the 
Bureau of Medical Economics of the American Medi- 
cal Association. 


Since these papers will be published in the 
Bulletin of the A. M. A. we shall refrain from 
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-comment at this time, except to say that it 


is apparent that the A. M. A. headquarters 
is on its toes and is functioning indefatigably 
in the interests of the profession. Incidental- 
iy, in connection with the Doctors Decalogue, 
adopted at the Cleveland convention last 
June, it was pointed out that at least three 
county medical societies (Alameda and San 
Diego Counties, California, and Wayne 
County, Michigan) have evolved plans for the 
eare of the indigent and small income classes 
that surpass any of the compulsory health in- 
surance plans of Europe. Every physician 
should digest these new plans, for which see 
the Journal of the A. M. A., September 8, 22, 
and 29, 1934. 


For the benefit of those meticulous souls 
who want to do things just so we would offer 
the reminder that there is no such organiza- 
tion as the ‘‘Delaware State Medical So- 
ciety.’’ For the 145 years that the profes- 
sion of this state has been organized its only 
legal and correct name has been the ‘‘ Medical 
Society of Delaware.’’ 


Again we make a plea for hospital news 
and items that concern the profession. As 
compared with the other state journals we 
are pointedly deficient in this respect. 


The Woman’s Auxiliary to the A. M. A. 
now issues their News-Letter as a quarterly 
instead of a monthly. We are frank to state 
we miss the monthly; we wish they could 
find their way clear to go back to the month- 
ly, even though it be reduced in size. The 
news then comes fresher, and we can use more 
of it. We would like to give the Auxiliary 
a full page each issue, and the local news 
rarely provides that much. 


Don’t forget the International Medical 
Assembly to be held in the Municipal Audi- 
torium, Philadelphia, the week of November 
5th. Next to the annual convention of the 
A. M. A. itself, this Assembly is the largest 
medical meeting in the world. A splendid 
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program has been prepared with, as always, 
the emphasis placed on practical instruction. 


_. With such a meeting so near to us, we hope 


many Delaware physicians will avail them- 
selves of the opportunity to attend. 


MISCELLANEOUS 


International Assembly 

The first International Assembly of the 
Inter-State Post-Graduate Medical Associa- 
tion of North America to be held east of 
the Alleghenies is to take place in the Public 
Auditorium of Philadelphia, Pennsylvania, 
November 5th, 6th, 7th, 8th and 9th, 1934, 
with pre-Assembly clinics on November 3rd 


and post-Assembly clinics on November 10th 


in the Philadelphia hospitals. 


~The Public Auditorium is located in the 
University area and across the street from 
the Philadelphia General Hospital, thus as- 
suring the Assembly close access to tne abun- 
dance of clinical material. 


The aim of the program committee, with 
Dr. George W. Crile, as chairman, is to pro- 
vide for the medical profession of North 
America an intensive post-graduate course 
covering the various branches of medical 
science. The program has been carefully ar- 
ranged to meet the demands of the general - 
practitioner as well as the specialist. Extreme 
care has been given in the selection of the 
contributors and the subjects of their contri- 
butions. 


The Philadelphia County Medical Society 
will be host to the Assembly and has arranged 
an excellent list of committees that will func- 
tion throughout the Assembly. A most hearty 
invitation is extended to all members of the — 
profession who are in good standing in their 
State society to be present and enjoy the hos- 
pitality of Philadelphia, ‘‘The City of 
Brotherly Love.’’ The list of distinguished 
teachers and clinicians who are taking pa't 
on the program was published last month 
of the advertising section of The Journal. 
Special reduced railroad rates will be in ei- 
fect on all lines. 
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THE DOCTOR 


And 


HIS OFFICE? 


Viewed in the light of conven- 
ience of location, completeness of 
equipment, sanitation and attrac- 
tive rentals, there is a mighty 
appeal in the 


WILMINGTON 


MEDICAL ARTS 
BUILDING 


The personnel of tenants offers 
a desirable. background, with 
which to become -identified. In- 
curring no obligation, inspection 
can be made through 


EMMETT S. HICKMAN 


RENTAL AGENT 
9th & Orange Sts. Phone 8535 


SAFETY LENSES 
they wont 
ey 


new optical glass 


These lenses give you the 
needed vision help and protect 
your eyes from accidental injury. 
Don't take chances with your eyes 
Get Univis Safety Lenses. 


Baynard Optical Co. 
Prescription Opticians — 
5th and Market Sts. 


SINCE 1874 


it has been our aim to have our goods represent 
greater value for the amount of money ex- 
pended than can be supplied by any other 
house. Our connections and facilities enable 
us to supply the freshest of 


FRUITS AND VEGETABLES 
in Season and Out 
GEORGE B. BOOKER COMPANY 
102-104-106 East Fourth St. 
Wilmington, Delaware 


TheBelle Mead (New 


Sanatorium and Farm—Long Established and Licensed 
ON APPROVED HOSPITAL LIST OF 

For Nervous and Mental Diseases; Alcoholic and 

Addicts and selected cases of Epilepsy. with a a separate 

attractive building fcr Convalescent Elderly ple. 

Scientific, kind treatment; suitable “Telaxation and di- 

version; farm and garden; outdoor t and 

crafts shop; hydro-therapy, 

500 Acre stock farm; beautiful country; 4 attractive 

buildings for classification of Patients. 

Rates very reasonable for excellent accommodations, 

Full particulars by application to medical directors. 


- JOHN C. KINDRED, M. D., Consultant 


Belle Mead, N. J. 
Phone Belle Mead 21, WN. Y. City Office, 667 Madison 
Avenue, 3-4 Tuesdays, Thursdays and Saturdays. City 
Phones REgent 4-2160 and Astoria 8-0820. 


The VEIL MATERNITY HOSPITAL 


WEST CHESTER, PENNA. 


Strictly private, absolutely eth- 
ical, Patients accepted at any 
time during gestation. Open 
to Regular Practitioners. Early 
entrance advisable. 


See P. V. 1. 


For Care and Protection of 
the Better Class Unfortunate 
Young Women. 
Adoption of babies when ar- 
ranged for. Rates reasonable. 
Located on the Interurban and 
Penna. R. R. Twenty miles 


southwest of Philadelphia. 
Write for booklet 


THE VEIL 
WEST CHESTER, PENNA. 
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DANFORTH, Inc. 


WHOLESALE DRUGGISTS 


Agents for all the 


Principal Biological, — 
Pharmaceutical and 
General Hospital 
Supplies 


Full and Fresh Stock Always on Hand 


We Feature CAMP Belts 
.. fitted by a graduate of the Camp school 


Expert Fitters of Trusses 


Oxygen Also Supplied 


SECOND AND MARKET STREETS 


WILMINGTON, DELAWARE 
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SMITH STREVIG, Inc. 
| WILMINGTON, DELAWARE | 
| DISTRIBUTORS 
| Bay Surgical Dressings. Sherman Vaccines and Ampoules. | 
: Eastman Duplitized X-Ray Films. Squibb Vaccines and Arsenicals. - | 
| Eastman Dental X-Ray Films. Searle Bismuth and Arsenicals. | 
: - Johnson & Johnson Aseptic Dental Becton, Dickinson Luer Syringes and 
Specialties. Thermometers. | 
| Cook Carpules—Syringes. Clapp’s Baby Vegetable Foods. | 
| 
| PRICES ON APPLICATION 
PROMPT DELIVERY | 
| | 
The Main Essential-- HOT WATER-- 
| 
| 
| 
| 
| 
| | 
| 
| 
| 
SELF-ACTION GAS WATER HEATER | 

DELAWARE POWER & LIGHT CO. 
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DELICIOUS—PURE—NUTRITIOUS 
YEAR IN AND YEAR OUT 


ICE 


Flower 5 ICE SAVES 
FOOD 
Geo. Carson Boyd FLAVOR _ 
at 216 W. 10th Street HEALTH 
Phone: 448-330 For a Few Cents a Day 
em Everything the 
Garrett, Miller & need 
Company wane 
ENAMEL WARE 
ALUMINUM WARE 
PAINTS 
POLISHES 
WASTE RECEPTACLES 
Heating and Cooking Appliances JANITOR SUPPLIES 
CUTLERY 


_G. E. Motors 


Delaware Hardware 


Company 
| . E. Cor. 4th & Orange Sts. (Hardware since 1822) 
Wilmington - Delaware 2nd and Shipley Streets 


Wilmington, Del. 
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Blankets—Sheets—Spreads— 
Linens—Cotton Goods 


Rhoads & Company 


Hospital Textile Specialists Since 1891 


Manufacturers—Converters 
| Direct Mill Agents 


I mporters—Distributors 


MAIN OFFICES 
401 North Broad Street, Philadelphia, Pa. 


MILLS 
Philippi, W. Va. 


raim’s Dairies 


DISTRIBUTORS OF GRANOGUE 
3 FARM MILK 


Bottled at the Farm 


Holstein Milk Testing About 
390 in Butter Fat 


Grade A Guernsey Milk Test- 
ing About 460 in Butter Fat 


Grade A Raw Guernsey Milk 
Testing About 460 in 
Butter Fat 


VANDEVER AVENUE & 
LAMOTTE STREET 
Wilmington, Delaware 


Wilmington Trust 
Company 


10th & Market Sts. 2nd & Market Sts. 


Surplus, Undivided Profits 
and Reserves ... 10,849,000.00 


Personal Trust Funds 175,000,000.00 
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PARKE’S 
Gold Camel 


TEA BALLS 


INDIVIDUAL SERVICE 


“Every Cup a Treat’ 


L. H. PARKE COMPANY 
Coffees Teas Spices 
Canned Foods Flavoring Extracts 
Philadelphia :-: :-: Pittsburgh 


For 


100% Wholewheat Bread 


FREIHOFER 


Guaranteed 
Pure 
Clean 
Wholesome 


A Generous Sample to Every 
Doctor 
Writing “FREIHOFER” 
Wilmington | 


| For High Quality 


be 


of Seafood: 


Fresh-picked crab meat, shrimp, 
seallops, lobsters, fresh and salt 
water oysters. 3 


All Kinds of Other Seafood 
Wholesale and Retail 


Wilmington Fish 
Market 


7054, KING ST. 
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See u F YOU ARE thinking about installing a 
; a new heating system or boilers, or chang- 
| ing your present system you should by all 
means come into our showroom before reach- 
ing any decision. For here you will find vari- 
ous types of boilers, radiators and miscel- 
laneous heating equipment. We will gladly 
tell you the features of each system and advise 
you as to what type of boiler is best suited to 


your individual requirements. 


SPEAKMAN COMPANY 


816-22 Tatnall Street 
WILMINGTON . . DELAWARE 


Not Just A NEWSPAPER 


Lumber Yard And 
PERIODICAL 


but a source of supply for PRINTING 


almost any construction 


or maintenance material. 
> An important branch 

of our business is the 

i. printing of all kinds 

of weekly and monthly 

J. T. @ L. E. ELIASON 

INC. oe 
Lumber—Building Materials 3 
The Sunday Star 
Phone New Castle 83 


NEW CASTLE DELAWARE Established 1881 
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now “are just like 


“were last year or any other 


— because we always buy 
e right — uniformly. 


Ae 


Chesterfields: 


